


ASHLAND CITY SCHOOLS
ODE Connectivity Questions

The Ohio Department of Education requires districts to report this information to ensure that students are
receiving high-quality instruction and services.

Please complete the following two questions, sign and return. This form must be completed in order
for students to receive their schedule.

Do you have Internet connectivity in your home?

Broadband access from home (cable, DSL, etc.)

Cellular connection from home (hotspot)

No connection from home

Unknown

What type of device do you have available in your home for remote learning?

A laptop, desktop or tablet computer is available

A smartphone

No device available

Unknown

Student Name:_________________________________________ Grade: _____________

Parent/Guardian Signature: _______________________________ Date: ______________



EMERGENCY MEDICAL AUTHORIZATION FORM (Revised 5/2019) 

O.R.C. 3313.712  

 ID___________________  

   

Student Name_______________________________________   Grade____________  Teacher__________________  
                               LAST                                                         FIRST   

Address___________________________________________________               DOB ____________________Bus______________  

              __________________________________________________            Email__________________________________________  

Home Telephone ________________________________     Custody information/Lives with_____________________________________                  

PURPOSE:  To enable parents and guardians to authorize the provision of emergency treatment for children who become ill or 

injured while under school authority, when parents or guardians cannot be reached.  Allow others to pick up child from school when 

needed.  
                                                                                                                                                                                                                                     Call first  

Mother’s Name: __________________________________ Daytime Phone:__________________________Cell ph._______________________□  

Address:__________________________________________________ Work Phone:__________________________________________________  

Father’s Name:  __________________________________  Daytime Phone:__________________________Cell ph._______________________□        

Address:__________________________________________________ Work Phone:___________________________________________________  

Other’s Name: _________________________________  Relationship:____________________________ Phone #:_______________________ □  

Other’s Name: _________________________________  Relationship:____________________________ Phone #: ______________________  □ 

Other’s Name: _________________________________  Relationship:___________________________   Phone #:._______________________□  

    

Siblings attending in district (name & building)__________________________________________________________________________________  

                        PART I OR II MUST BE COMPLETED  

PART I – TO GRANT CONSENT  
   

I hereby give consent for the following medical care providers and local hospital to be called:  

   
Doctor: ________________________________________________________  Phone:  ___________________________________________  

Dentist: ________________________________________________________  Phone:  ___________________________________________  

Medical Specialist:  _______________________________________________ Phone:  ___________________________________________  

Local Hospital: __________________________________________________  Emergency Room Phone: _____________________________  

Does your child currently wear or has ever worn:   _____  glasses                       _____contacts                         _____hearing aids  

In the event reasonable attempts to contact me have been unsuccessful, I hereby give my consent for (1) the administration of any treatment deemed 

necessary by above-named doctor, or in the event the designated preferred practitioner is not available, by another licensed physician or dentist: and 

(2) the transfer of the child to any hospital reasonably accessible.  

This authorization does not cover major surgery unless the medical opinions of two other licensed physicians or dentists, concurring in the necessity 

for such surgery, are obtained prior to the performance of such surgery.    

***  FACTS CONCERNING THE CHILD’S MEDICAL HISTORY INCLUDING ALLERGIES, CURRENT OR 

PAST HEALTH 

ISSUES:____________________________________________________________________________ 

_________________________________________________________________________________________________  

**** CURRENT MEDICATIONS TAKEN:_________________________________________________________________________ 

______________________________________________________________________________________________________________________ 

     
____________________                                  ______________________________________________________________________  

 Date                                                                       Signature of Parent/Guardian  

 

 

 

 

 

 



 

 

 

PART II – TO REFUSE CONSENT  

I Do Not give my consent for emergency medical treatment of my child.  In the event of illness or injury requiring emergency treatment I wish the 

school authorities to take the following action:  ______________________________________________________________________________  

_______________________________________________________________________________________________   
                     
____________________                                        ____________________________________________________________________________  

Date                                                                                  Signature of Parent/Guardian  

  

  

 

   

❏ Check this box if you DO NOT want us to share pertinent medical information with staff involved 

with your child.  

  


