Cincinnati Public Schools
Back-to-School Information

Cincinnati Public Schools .
2011-12 School Year Calendar

Aug 15

Aug 16
Sept b
Oct 14

Nov 11
Nov 23
Nov 24
Nov 25
Dec 16

Dec 18-Jan 2
Dec 23

Dec 26
Jan 2

Jan 3
Jan 16

Feh 17
Feb 20

Mar 9

Mar 26-30
Apr 2

May 28
May 30
May 31

Jun 4-29

Jul 4

Teachers & Paraprofessionals Report.
No Students.

Schools Open. Students Report.
Labor Day. Holiday. Schoels Closed,

End of First Quarter. Students Report.
(43 Instructional Days)

Veterans' Day. Holiday. Scheols Closed.
Schools Closed.
Thanksdiving. Holiday. Schools Closed.
Schools Closed.

End of Second Quarter. Students Report.

(41 Instructional Days)

Winter Recess. Schools Claosed.
{11 days)

Christmas Eve Holiday Observance.
Central Office closes at noon.

Christmas Day Holiday Cbservance.

New Year's Day Holiday Observance.
Schools Closed.

Schools Reopen.

Martin Luther King Jr. Day. Holiday.
Schools Closed.

Records Day. No Students.

Presidents’ Day. Holiday. Schools
Closed.

End of Third Quarter. Students Report.
{46 Instructional Days)

Spring Recess. Schools Closed. (5 days)
Schools Reopen.
Memorial Day. Holiday. Schools Closed,

End of Fourth Quarter. Last Day for
Students.

(52 Instructional Days)

End of School Year. Last Day for
Teachers,

Senior Summer Schaoot.

(20 Instructional Days)

tndependence Day. Holiday. Schools
Closed.

Note: Calamity Make-Up Days (if needed) will be added
te the end of the calendar.

School Closing Announcements

Listen to major radio or television stations, or
chack the district's Web site, for school-closing
announcements,

There are two different messages for Cincinnati
Public Schools,

1. “Cincinnati Public Schools closed.”
There is no school for students.

2. “Cincinnati Public Schools ~ two-hour
delay, no morning preschool.”

All schoois start two hours later than normat.
Morning preschool is cancelled. Yellow bus
service is delayed two hours. Dismissal is at
regular time.

Questions?
Customer Help Center
363-0123

Visit our Web site!
www.cps-k12.org



Cincinnati Public Schools

Emergency Medical Authorization Form

Please fill out the form below and return it to your child’s school.

CWC@

Name: D #: Homercom: Birth Date:
School; Grade: Year:
Student Name:

Address: Apt.: Telephone; { )
City: State: Zip:

Purpose — To enable parents and guardians to authorize the provision of emargency treatment for children who becomeill or

injured while under schooi authority, when parents or guardians cannot be reached.

Residential Parent or Guardian

o0

Mother's Name: Daytime Phone: ( )
Father's Name; Daytime Phone: { )
Other's Name; Daytime Phone: { }

Name of Relative or Child-care Pravider:

Relationship: Daytime Phone: ( }

Address:

Zip:

PART | or Ii MUST BE COMPLETED

PART |: TO GRANT CONSENT | hereby give consent for the following medical-care providers and local hospital to be called:

Physician: Phene: { )
Dentist: Phene: { )
Medical Specialist; Phone: { }
L ocal Hospital: Emergency Roam Phone: ( )

In the event reasonable attempts to contact me have been tnsuccessful, | hereby give my consent for (1) the administration of
any treatment deemed necessary by above-named doctors, or, in the event the designated preferred practitioner is not
avaitable, by another licensed physician or dentist; and (2) the transfer of my child to any hospital reasonably accessible. This
authorization does not cover major surgery unless the medical opinions of two other licensed physicians or dentists,

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

Facts concerning my child's medical history, including allergies, medications being taken, and any physical impairments to

which a physician should be alerted:

Date: Signature of Parent/Guardian:

Address:

Zip:

PART ll: REFUSAL TO GRANT CONSENT do NOT glve my consent for emergency medical treatment of my child. in the

event of iliness or injury requiring emergency treatment, | wish the schoo! to take the following action:

Date: Signature of Parent/Guardian:

Address:

Zip;
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Emergency Medical Authorization Form 2 &
Please fill aut the form below and return it to your child’'s schoal.

Nams: I # Hameroom: Birth Date:

~ Cincinnat| Public Schooils
EMERGENCY MEDICAL. AUTHORIZATION FORM

School: Grade: Year,

Student Name:

Address: Apt.: Telephone: {_ )

City: State: Zip:

Purpose — To enahle parents and guardians to authorize the provision of emergency treatment for children
who bacome ill orinjured while under school authority, when parents or guardians cannot be reached.

Resldentlal Parent or Guardian

Mother's Name: Daytime Phone: {__)
Father's Name: Daytime Phone: ()
Cther's Name: Daytime Phone: {__ )
Name of Refative or Child-care Pravider:

Relationship: Daytime Phone: (___}
Address: Zip:

PART i or Il MUST BE COMPLETED

PART I: TO GRANT CONSENT ! hereby glve consent for the following medical-care providers and focal
hospital to be called:

Physician: Phone: {___)
Dentist: Phone: { i
Medical Specialist: : Phone: (___}
Local Hospital: Emergency Room Phone: {__}

In the event reasonable attempts to contact me have been unsuceessful, | hereby give my consent for (1) the
administration of any freatment deemed necessary by above-named doctors, or, in the event the designated
preferred practitioner is not available, by another licensed physician or dentist, and {2) the transfer of my child
to any hospital reasonably accesslble, 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 my child’s medical history, including allergies, medications being taken, and any
physlcal impairments to which a physician should be alerted:

Date: Slgnature of Parent/Guardian:
Address: Zip:

PART Il: REFUSAL TO GRANT GONSENT: | do NOT give my consent for emergency medical
treatment of my child, !n the event of iliness or injury requiring emergency treatment, | wish the school to take
the following action:

Date: Signature of Parent/Guardian:
Address: Zip:
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Administration of Medication Form

CJNc/
Wy
oo

Parent/Provider Request for School Personnef to Administer Medicine

School; Grade: Homeroom: School Fax Number;

Cincinnati Board of Education policy, Section 5330, requires consent of the parent, guardian, or eligible student 18 years or
older befare medication (including prescription medication, inhalers, Epinephrine, etc.) can be given to a student by school
personnel. The following information fs necessary to comply with this policy. Please answer all questions and return this
completed form to your student’s principal or school nurse.

Student Name: Date of Birth: Home Phone:

Strest Address: Apt. #: City: State: Zip:

TO BE COMPLETED BY THE STUDENT'S PROVIDER (Physician/Nurse Practitioner/Dentist}

Name of Medication: Dosage;

TimefFrequency: How Adminisiered; Date to Begin:

Permission for this madication is only valid through the end of the current school year unless otherwise noted. EXCEPTION: For
emergency medications for asthma, anaphylaxls, seizures or diabetes, this permission can be vaiid for 3 years. A provider order
is required for any changes in this medication.

Date to Teminate Emergency Medication: {3 years)

Please attach an emergency action plan with procedures to be followed if emergency medication does not alleviate student’s emeargency.

For Epinephrine orders only: | have determined that this student is capabfe of possessing and using this auto injector/epipen
appropriately and have provided the stucent with training in the proper use of the auto-injectar.

Severe reactions that should be reparted to the physiclan:

Special condltions for storage of drug:

Provider's Signature: Date:

Provider's Name: Emergency Phone #:

TO BE COMPLETED BY THE STUDENT'S PARENT OR ELIGIBLE STUDENT

The medicine must be in pill, capsule, liquid, aute-injector or inhaler form; and must be clearly marked from the pharmacist.
The label must show the student’s name, medication name, dosage directions, doctor, and prescription number.

Pharmacy: Phone Number;

As the parent/guardian of this student (or eligible student), | give permission for the principal or designee to administer the
prescribed medication. The undersigned agrees not to file or make any claim for negligence in connection with the
administration or non-administration of this medicine(s) and further agrees to hold them harmless from any fiability incurred as
& result of the administration or non-administration of any medicines. | will inform the school if there is a change in any of this
information.

Please check the foliowing if applicable:

For Students with Asthma:

As the parent/guardian of this student, or myself, an eligible student, | authorize the student (or myself) to
possess and use an asthma inhaler as prescribed, at the school and any activity, event, or program sponsarad by or
in which the student's schoal participates.

For Students with EpiPen/Twinject/Auto Injector:

As the parent/guardian of this student, or myself, an eliglbie student, | authorize the student to possess and
use an Epinephrine Auto-Injector, as presaribed, at the school and any activity, event, or program in which the
student’s school participates. | understand that a school emplayee will immediately request assistance from an
emergency medical service provider if this medication Is administered, | will provide a backup dose of the
madication to the school as required by law.

Name of Parent/Guardian/Eligible Student (please print):

Signature of Parent/Guardian/Eligible Student: Date:

Primary Emergency Phone: Secondary Emergency Phone:

Revised 6/24/2011 Good Through
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Authorization for Administration of H ©
Over-the-Counter Medications at School
This form expires at the end of the current school year.

Student Name Date of Birth School Year
Street Address Apt. No. City State Zip
School ' Grade Homeroom

As this student's parent/guardian, | give permissicn for my child to receive the following medications during schoal
hours or during after-school activities. | agree to provide the medication my child needs in the original labeled
container with the protective seal intact.

{Circle yes or no o all that apply. Also, please mark if your child is allergic lo any of these medications.)

Over-the-Counter Madication Circle those that apply Dosage Time/Frequency

Acetaminophen {Tylenol) for headache, toothache or Yes | No | Allergic

minor pain

Ibuprofen for headache, toothache, minor pain or Yes | No | Allergic

menstruat cramps

Anti-itch cream or lotion Yes | No [ Aliergic

Cough drops Yes | No | Allergic

Tums (antacid) Yas | No | Allergic

Severe reactions that sheuld be reported to the physician:

Student’s Provider {Physician/Nurse Practioner/Dentist)

Provider's Signature: Date:

Provider's Name: Emergency Phone #:

| give permission to the Gincinnati Health Department school nurse or Cincinnati Public Schools’ designee to give
my child the above-mentioned medications for comfort measures. | further agree to indemnify or hold harmless
the Cincinnati Health Department or Cincinnati Public Schocls and its agents from all claims as a result of any
and all acts performed under this authority. 1 will inform the scheol if there Is a change in any of this information.

Signature of Parent/Guardian Date

Parent/Guardian Name (Please Print)

How can we reach you during schoo! hours?

Work Phone Hoeme Phone Cell Phone Pager Cther
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Health History Update z &
Please complete and return to the school nurse or office. Thank you.
Ohio State Law requires that a Health History form be on file for every student,
Student’'s Name Date of Birth Grade/Homeroom
Doctor's Name Phone Number Last checkup or visit
Dentist’'s Name Phone Number Last checkup or visit
Has your child ever had any of the following problems? (Please circle Yes or No)
Seasonal Allergies/Hay fever YES | NO Frequent Headaches YES | NO
Anemia or Other Blood Problems YES | NO Frequent Stomachaches YES | NO
Life-threatening allergy — cause? YES, | NO Hearing or Speech Problems YES | NO
Asthma YES | NO Heart Disease — type YES | NO
Developmental Problems YES | NO High/Low Blood Pressure YES | NO
Behavior/ADHD YES | NO Kidney Disease - type YES | NO
Cancer — type YES | NO Learning or Schaol problems YES | NO
Chronic Diarrhea or Constipation YES | NO Prematurity or Birth Weight under 5 Ibs YES | NO
Chronic Ear Infections YES | NO Seizure Disorder/Epilepsy/Tics YES | NO
Depression YES | NO Sickle Cell Disease ¥YES | NO
Diabetes YES | NO Sleep Problems YES | NO
Drugs or Alcoho! Used During Pregnancy YES | NO Toothaches/Dental Problems YES | NO
Eczema/Chronic Skin Coenditions YES | NO Problems with Vision or Wears Glasses YES | NO
Emotional/Psychological Problems YES | NO

Please list any CURRENT health problems or conditions your child has (may be same as above):

Please list any allergies (include food, medications, environmental, seascnal, etc.):

Does your child see a specialist? If yes, please list condition, doctor's name, and phone number:

Please list any medications (prescribed or over-the-counter) your child takes at heme on a daily or as-needed
basis (such as medication for ADHD, allergies, asthma, or headaches):

If your child needs to take any medications at school, including emergency medications

SPECIAL NOTE:

(like an inhaler or Epi Pen), you must complete a GPS Administration of Medication form.
List any of your child's health concerns that you would like to discuss with the school nurse:

If you need more room, piease feel free to write on the back of this paper.

Revised 511

























