
OPT-IN TO NEW WEEKLY 
AT-HOME RAPID TEST

CPS is participating in a state program that provides weekly at-home testing  
kits for all students and staff who opt-in. Both vaccinated and unvaccinated  
individuals are strongly encouraged to opt-in.

By completing and submitting this form, I confirm that I am the appropriate  
parent, guardian, or legally authorized individual to opt into the at-home antigen 
testing program:

• Opt-in: I understand that my school district will provide the at-home  
antigen tests to only those students and staff, vaccinated or unvaccinated, 
who opt-in. 

• Training: I understand that CPS will provide the prerequisite at-home antigen 
test administration training materials, including instructions on when tests 
should be taken, to me. I agree to take this training prior to administering the 
test on my child.

• Test distribution: I understand that at-home tests will be given to my  
student to take home every two weeks. I understand that each test kit  
contains two individual tests, and I will administer the test on my student on 
either Thursday or Friday, based on my school’s provided schedule. I under-
stand that replacement tests are not available for those that are misplaced.

• Reporting test results: I understand that if my student tests positive, I will  
report the positive test result to my student’s school and my healthcare  
professional. I understand the school will keep any reported test results  
confidential and individual results will not be made public. 

• Voluntary participation: I understand that opting into the at-home antigen 
test program is optional and that I can choose not to participate at any time. 
To cancel this opt-in for the at-home antigen testing program, I need to  
revisit the Family Portal and document this change in choice. 

NAME: SCHOOL:

STUDENT ID#: CRLS LEARNING COMMUNITY:
C ___    R___    L___    S___ 

PARENT / GUARDIAN NAME: printed

PARENT / GUARDIAN SIGNATURE: signed

DATE:
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