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CENTRAL REGISTRATION 
Grades 1 ‐ 12 

 
 
 

   Milford Exempted Village School District’s Vision Statement 
is to inspire and prepare our students to reach their fullest potential in a diverse 

and dynamic world. 
 
 

Central Registration appointments can be scheduled by calling (513)576‐4163. 
 

Milford Board of Education  
777 Garfield Avenue 
Milford, OH   45150 

 
Please bring your child’s completed enrollment packet along with other documentation 

required for enrollment to your appointment.  Once the enrollment process is completed, your 
student’s school will be contacted and you will be given a start date for your child.  High school 
and junior high students will require an appointment with a Guidance Counselor to set up a 

class schedule. 
 

If you have any questions regarding any of these forms or registration requirements, please 
contact the Central Registration Department at (513)576‐4163. 
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          REGISTRATION CHECKLIST 
 

 
 
Student Name: _____________________________________  School: ___________________ 
 

DOCUMENTS REQUIRED FOR REGISTRATION 
 

  Child’s Original Birth Certificate or Passport (Bureau of Vital Statistics (614) 466‐2531) 

  Parent/Guardian Driver’s License or State Issued ID Card  

  Proof of Residency (Utility bill, lease/rental agreement*, deed, purchase contract)   

  *Rental/Lease agreement must list names of all occupants 

  Residency Affidavit   (This affidavit is used when the parent/legal guardian and child are living in a  
                                              domicile belonging to another person.)   

  Grade Documentation 

    High School – unofficial transcript from previous school required 

    Grade 1 to 8 – copy of most recent grade report 

  Custody Papers/Guardianship Papers (if applicable) 

  Special Education paperwork ‐ IEP/ETR (if applicable) 

  Child’s immunization record (recommended) 

 

FORMS IN THE REGISTRATION PACKET 
 

  Student Registration Form 

  Records Request Form 

  Emergency Medical Authorization Form 

  Free and Reduced Lunch Parent Disclosure Form 

  Free and Reduced Lunch Application 

  Medical Forms 

    ALL GRADES ‐ HEALTH HISTORY FORM (completed by parent/guardian) 

    KINDERGARTEN – PHYSICAL EXAMINATION FORM (completed by physician) 

    KINDERGARTEN – ORAL ASSESSMENT FORM (completed by dentist) 

 



 

 

MILFORD 
Exempted Village Schools 

 
 
 

 
STUDENT REGISTRATION 

FORM 
 

 
 

Office Use Only: 
 

Student ID #_______________ 

Enrollment Date:___________ 

School: _________ Grade____ 

 
_____________________________________________________________________       Male     Female 
       Student’s Legal Last Name                  Legal First Name                Legal Middle Name                       Preferred Name 
 

__________________________                    _____________________________________________________________ 
                                          Date of Birth (mm/dd/yyyy)                               Place of Birth (City)                               (State)                        (Country) 
  
Home Address:  ____________________________________________________________________________________________________________________ 
                                                 Street                                                                           Apt. #                                                   City                                           Zip Code 
 
______________________________             ________________________________________________           ________________________________________ 
               Home Phone                                                                           Mother’s Maiden Name                                                                    Child’s Native Language 

 

Legal Guardianship 
 
Are you the biological/adoptive parent(s) of the child?               Yes      No    
      If no, what is your relationship to the child? ____________________________________ 
 
Status of BIOLOGICAL/ADOPTIVE Parents:     Married      Divorced     Widowed     Separated     Single/Never married 

If divorced, who has legal custody?                 Mother       Father         Shared Parenting 

If foster/guardian, what district did the biological parent(s) reside in at the time you received custody? ___________________ 

If foster/guardian, please list Case Manager/Court Liaison:  ______________________________________________________ 

Case manager/Court Liaison contact information:  ______________________________________________________________ 

 

Please complete information on father and mother, including contact numbers, regardless of marital status. 

Circle:   Father/Guardian/Foster Parent                   Circle:  Mother/Guardian/Foster Parent 
 

 RESIDES here     RESIDES here 

Name: __________________________________________    Name: __________________________________________ 

Address: ________________________________________    Address: ________________________________________ 

City/State/Zip: ___________________________________    City/State/Zip: ___________________________________ 

Home Phone: ____________________________________    Home Phone: ____________________________________ 

Cell/Pager: ______________________________________    Cell/Pager: ______________________________________ 

Email: __________________________________________    Email: __________________________________________ 

Name of Employer: _______________________________    Name of Employer: ________________________________ 

Business Phone: __________________________________    Business Phone: __________________________________ 

Step‐Father (if applicable): _________________________    Step‐Mother (if applicable): _________________________ 

     Work Phone: __________________________________          Work Phone: __________________________________ 

     Cell/Pager: ____________________________________         Cell/Pager: ____________________________________ 

 
Emergency Contact: ________________________________               Emergency Contact: ________________________________ 

Relationship to child: _______________________________               Relationship to child: _______________________________ 

Phone: ________________Work/Cell: _________________                Phone: _________________Work/Cell: ________________                 



 

Siblings 

 
Name    Age  Grade  Lives with… 

___________________________    ____   ________    ____________________________________ 
___________________________    ____   ________    ____________________________________ 
___________________________    ____   ________    ____________________________________ 
___________________________    ____   ________    ____________________________________ 
             
List any medical problems the student has: ____________________________________________________  
_______________________________________________________________________________________ 
 

Citizenship/Ethnic Status 
 

Citizenship Status:       U.S. Citizen       Non U.S. Citizen/Immigrant*         Foreign Exchange Student 
*Immigrant students are those who:  are age 3 – 21, were not born in the United States, and have not 
attended one or more schools in any one or more of the states for more than three academic years. 

  
Is the student of Hispanic/Latino heritage?     Yes      No   
   Persons of Mexican, Puerto Rican, Cuban, Central or South America, or other Spanish culture or origin regardless of race. 
 

Is the student from one or more races using the following 5 racial/ethnic groups?  Check all that apply. 

Race/Ethnicity:                      Definitions as defined by the Ohio Department of Education 

  White     Persons having origins in any of the original peoples of Europe, North Africa, or the Middle 
East. 

  Black/African    
        American 

  Persons having origins in any of the Black racial groups of Africa. 

  Asian    Persons having origins in any of the original peoples of the Far East, Southeast Asia, or the 
Indian sub‐continent.  This area includes Cambodia, China, India, Japan, Korea, Malaysia, 
Pakistan, the Philippine Islands, Thailand, and Vietnam. 

  American Indian/ 
       Alaskan Native 

  Persons having origins in any of the original peoples of North America and who maintain 
cultural identification through tribal affiliation or community recognition. 

  Native Hawaiian or 
        Other Pacific Islander 

  Persons having origins in any of the original peoples of Hawaii, Guam, Samoa, or other 
Pacific  Islands. 

 

Special Services 

 
Has your child ever attended Special Education classes? 

 
     Yes         No 

Does your child have a 504 plan?                                                                                                      Yes        No 
    (Disability required only reasonable accommodations)                                                                        

Has your child had an evaluation (M.F.E. :  Multi‐Factored Evaluation is an assessment                         Yes       No  
of your child in all areas related to the suspected disability) in the past 3 years?                                   
      If yes, what is the date of the evaluation?                       ________________ 
      If yes, is there a current IEP?    (Individualized Education Plan)                                                                 Yes        No 
 
Has your child been identified as Gifted?                                                                                          Yes       No 
       If yes, did your child receive Gifted Services at prior school?                                                 Yes       No 
       If yes, grade of placement in Gifted Program?                ________________ 
 
If you answered “Yes” to any question in this section, please note any special needs information that may help 
us place your student: 

_________________________________________________________________________________________ 

_________________________________________________________________________________________ 

 



 
Home Language Survey 

Please complete this section if your child speaks a language other than English at home or was born outside of the United States. 

 
Students Name: _____________________________ 
Father’s Nationality: _________________________ 
 

Mother’s Nationality: ____________________________ 
 

What languages can you (parent/guardian) speak? 
Mother/Guardian:  Father/Guardian: 

_________________________________________ 
_________________________________________ 

______________________________________________ 
______________________________________________ 
 

What language did your child speak when he/she first learned to talk? _________________________________ 
What language does your child use most frequently at home? ________________________________________ 
What language do you use most frequently to speak to your child? ____________________________________ 
What language do the adults at home most often speak? ____________________________________________ 
Does anyone in your home read English?         Yes       No 
     If yes, list name of person:  Name __________________________ Relationship to child _________________ 
How long has your child attended school in the United States? ________________________________________ 
What year did your child first attend school in the United States?  _____________________________________ 
Did your child ever receive English instruction  
     before entering Milford Schools?                  Yes            No 
     How often?  _____________________________     Where?  ________________________________ 
Where did your child last attend school?  _________________________________________________________ 
How long was your child enrolled there?  _________________________________________________________  
 

Prior School History 

 
Has your child ever been enrolled in Milford Schools? 
       If so, what year was he/she withdrawn? ______________________________ 

 Yes   No 

 
LAST PUBLIC/PRIVATE SCHOOL ATTENDED:______________________________ 

   

     School’s address : ________________________________________________ 
                                     _________________________________________________ 

   

     School phone: ___________________  School Fax: ______________________     
Is your child currently expelled or suspended from your previous district?   Yes   No 
 

 
Parent/Guardian Signature 

Required to complete Registration Form 

 
I, the undersigned, do hereby state and declare under penalty of falsification (*) that I am the parent or 
legal guardian of the above named student and that this registration information is true and correct. 
 
 
 
________________________________________________________         ___________________________ 
                              Parent/Guardian Signature                                                                                Date 
 
(*)  Falsification under Ohio Revised Code section 2921.13 is a misdemeanor of the first degree punishable by a maximum of six 

(6) months imprisonment or a fine of $1,000 or both.                                                                                                                              6/10 



 
MILFORD 
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         STUDENT RECORDS REQUEST 

 
Please release all appropriate past and present academic, discipline, medical, confidential and  special 
education records (including psychological information, diagnostic summaries, IEP’s, etc.) on the 
student named below.  Records should be mailed/faxed to the school address indicated below. 
 
___________________________________________________  _____________  _____________ 

Student Name  Birth Date  Grade 

___________________________________________________  _____________  ______________
Signature of Parent/Guardian  Relationship  Date 

 
Name and address of school releasing records:   
________________________________________________________  Phone: ___________________ 
________________________________________________________  Fax: _____________________ 
________________________________________________________  Contact: _________________ 
 

The following is to be filled out by the prior school, IF APPLICABLE: 

The records for the above student CANNOT be released because (check all that apply): 
  Fees due (Amount owed:______________)              Grades incomplete              No records available 
  Books not returned (Titles): ____________________________________________________________________________ 

If the student has been expelled, please include details of expulsion (reason and dates):_______________________________ 

______________________________________________________________________________________________________ 

 
______________________________________________      ____________________________________ 
                        Signature of person completing form                                                                            Date 
 

 McCormick Elementary 
       751 Loveland‐Miamiville Road 
        Loveland, OH   45140 
        Phone:  (513) 575‐0190 
        Fax:        (513) 575‐4019 
        Attn:       Marcia Dauw 

 Pattison Elementary 
       5330 South Milford Road 
        Milford, OH  45150 
        Phone:  (513) 831‐6570 
        Fax:        (513) 831‐9693 
        Attn:       Kathy Barrows 

  Milford Jr. High School 
        5735 Pleasant  Hill Road 
         Milford, OH   45150 
         Phone:  (513) 248‐3444 
         Fax:        (513) 248‐3443 
         Attn:      Connie Stevens 
 

  Meadowview Elementary 
        5556 Mount Zion Road 
         Milford, OH  45150 
         Phone:  (513) 831‐9170 
         Fax:        (513) 831‐9340 
         Attn:      Diane Moore 

  Seipelt Elementary 
        5640 Cromley Drive 
         Milford, OH  45150 
         Phone:  (513) 831‐9460 
         Fax:        (513)248‐5443 
         Attn:      Carolyn Haskins 

  Milford High School ‐ NGC 
        One Eagles Way 
         Milford, OH   45150 
         Phone:  (513) 576‐2278 
         Fax:        (513) 576‐2277 
         Attn:      Pat Burke 

 
  Mulberry Elementary 

        5950 Buckwheat Road 
         Milford, OH   45150 
         Phone:  (513) 722‐3588 
         Fax:       (513) 722‐4584 
         Attn:     Kathi Swift 

  Boyd E. Smith Elementary 
        1052 Jer‐Les Drive 
         Milford, OH  45150 
         Phone:  (513) 575‐1643 
         Fax:       (513) 575‐2835 
         Attn:     Jan Wulker 

  Milford High School 
         One Eagles Way 
         Milford, OH  45150 
         Phone:  (513) 576‐2203 
         Fax:        (513) 831‐9714 
         Attn:      Chris Duffy 

 



File: JO-E(5) 
EBBA-E 

MILFORD EXEMPTED VILLAGE SCHOOL DISTRICT 
EMERGENCY MEDICAL AUTHORIZATION 

 
 
Purpose:  To enable parents and guardians to authorize the provisions of emergency treatment or transportation for 
children who become ill or injured while under school authority, or during an emergency situation, when parents cannot be 
reached.  Notify the school immediately if any information changes.  (Please print). 
 
Student’s  Name____________________________________Teacher/Homeroom/Grade________________________ 
 
Student’s Address__________________________________________________  Phone No._____________________ 
   (Street Address)                                   (Zip Code) 
 Male or Female       Date of Birth____________ 
 
Who is/are the legal guardian(s) of this child?__________________________________________________________ 
       
List the names, relationships to the student, and phone numbers of those people the school should call in the event of 
accident, illness, or school emergency.  This list should include the parent(s)/legal guardian(s) and should be in the 
order of calling preference, after attempts to call the parent(s)/guardian(s) are made. 
 
        RELATIONSHIP               PHONE NUMBERS 
NAME   (Parent, Relative, Etc.)      HOME                WORK              CELL/PAGER                   E-MAIL 
  
__________________ ____________________   ________________     ________________     ___________________    _________________ 
 (Parent/Guardian) 
__________________ ____________________   ________________     ________________     ___________________    _________________ 
 (Parent/Guardian) 
__________________ ____________________   ________________     ________________     ___________________  
 
__________________ ____________________   ________________     ________________     ___________________ 
 
__________________ ____________________   ________________     ________________     ___________________ 
 
 
I understand that my child may be released to anyone on the above list if ill, injured, or if an emergency occurs, 
and he/she must leave school.    
 
_______________________________________________                 _________________________ 
Signature of Parent/Legal Guardian                    Date 
 
Medical Problems/Allergies/Special Needs: 
_____ Diabetes      _____ Asthma      _____ Seizures      ____ Bee or Insect Sting      ____ Other     ____ Orthopedic 
 
___Visually or Hearing Impaired   ___Medication or Food Allergy   ___Emotional Problem   ___Learning Disability 
   
History of Concussion(s)___________________________________________________________________________ 
 
Please provide detailed information regarding any above marked areas:
 
 
 
 
 
 
  
For educational purposes, special medical problems, physical impairments or other facts concerning your child’s 
medical history may be shared with teachers or other support staff involved in the academic setting.  If you do 
not consent for the sharing of this information, you are required to state this in writing and submit your 
statement with this form to your school administrator.  
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File: JO-E(5) 
EBBA-E 

 
Please Complete: 
 
Student’s Name_______________________________Teacher/Homeroom/Grade_____________________________ 
 
Doctor:_______________________________________________    Phone:___________________________________ 
 
Dentist:______________________________________________     Phone:___________________________________ 
 
Specialist:____________________________________________    Phone:____________________________________ 
 
Hospital (1st choice)___________________________________  (2nd choice)__________________________________ 
 
 
Please complete EITHER Part I or Part II below: 
 
Part I:  Granting Consent 
 
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 the previously-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, medications being taken, and any physical 
impairments to which a physician should be alerted:

 

 
 
_________________________    ___________________________________________________ 
Date       Signature of Parent/Legal Guardian 
 
 
 
Part II:  Refusal to consent (DO NOT COMPLETE IF YOU COMPLETED PART I). 
 
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:  (MUST BE COMPLETED IF 
REFUSING CONSENT FOR TREATMENT) 
 
 
 
 
 
 
 
__________________     ___________________________________________________ 
Date       Signature of Parent/Legal Guardian     
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File:  JO-E (5) 
        EBBA-E 

 
 Sec. 3313.71.2.  AS USED IN THIS SECTION, "PARENT" MEANS PARENT AS DEFINED IN 
SECTION 3321.01 OF THE REVISED CODE. 
 
 (A)  Annually the board of education of each city, exempted village, local, and joint vocational 
school district shall, before the first day of October, provide to the parent of every pupil enrolled in 
schools under the board's jurisdiction, an emergency medical authorization form that is an identical copy 
of the form contained in division (B) of this section.  Thereafter, the board shall, within thirty days after 
the entry of any pupil into a public school in this state for the first time, provide his parent, either as part 
of any registration form which is in use in the district, or as a separate form, an identical copy of the form 
contained in division (B) of this section.  When the form is returned to the school with Part I or Part II 
completed, the school shall keep the form on file, and shall send the form to any school of a city, 
exempted village, local or joint vocational school district which the pupil is transferred.  Upon request of 
his parent, authorities of the school in which the pupil is enrolled may permit the parent to make changes 
in a previously filed form, or to file a new form. 
 
 If a parent does not wish to give such written permission, he shall indicate in the proper place on 
the form the procedure he wished school authorities to follow in the event of a medical emergency 
involving his child. 
 
 Even if a parent gives written consent for emergency treatment, when a pupil becomes ill or is 
injured and requires emergency medical treatment while under school authority, or while engaged in 
extra-curricular activity authorized by the appropriate school authorities, the authorities of his school shall 
make reasonable attempts to contact the parent before treatment is given.  The school shall present the 
pupil's emergency medical authorization form or copy thereof to the hospital or practitioner rendering 
treatment. 
 
 Nothing in this section shall be construed to impose liability on any school official or school 
employee, who, in good faith, attempts to comply with this section. 
 
 (B)  The emergency medical authorization form provided for in division (A) of this section is as 
follows:  (See reverse side.) 
 
Revised:  6/80     Reviewed:  1999 
Revised:  7/20/00     Revised: 6/90 
Revised:  3/22/02     Reviewed: 1994 
Revised:  5/15/03     Reviewed: 1996 
Revised:  5/20/04     Revised 3/21/96 
Reviewed: 1997     Reviewed: 1998 
        
Revised: 5/19/2007, 2008, 2009, 2010, 2011, 2012 
 
Milford Exempted Village School District, Milford, Ohio 
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Ohio Department of Health  •  School and Adolescent Health

Health History
Student’s name Sex Date of birth

a Male a Female / /

Family Health History Please list allergies, heart problems, diabetes, cancer or other serious health conditions.
Father

Mother

Brothers and Sisters

Birth and Developmental History a No unusual birth or developmental history

Did the mother have any unusual physical or emotional illness during this pregnancy? a Yes a No

Was infant born full term? a Yes a No Did the infant have any sickness or problems? a Yes a No
Briefly explain illness or problems.

How does the child’s development compare to other children, such as his or her brothers/sisters or playmates?

a About the same a Delayed a Advanced

Student Health Conditions

a YES,my child receives regular medical/health care for the following conditions: a NO medical conditions

a Allergies a Diabetes a Seizure disorder

a Asthma a Depression a Sickle cell anemia

a ADD/ADHD a Ear problem/hearing difficulty a Skin conditions

a Autism a Emotional concerns a Speech problems

a Behavior concerns a Headaches a Traumatic brain injury

a Birth/congenital malformations a Heart problems a Vision problems (glasses, contacts)

a Bone/muscle/joint problems a Hemophilia a Other_________________________________

a Blood problems a Juvenile arthritis a Other_________________________________

a Bowel/bladder problems a Lead poisoning a Other_________________________________

a Cancer a Migraines a Other_________________________________

a Cystic fibrosis a Neuromuscular disorder a Other_________________________________

Please explain any conditions above or any reasons for hospitalizations.

Please indicate any allergies your child may have.

Allergy type Reaction School restrictions or recommended actions

a Bee/Insect

a Food

a Medication

a Other

HEA 4240  8/06



File: JO-E(5) 
EBBA-E 

MILFORD EXEMPTED VILLAGE SCHOOL DISTRICT 
EMERGENCY MEDICAL AUTHORIZATION 

 
 
Purpose:  To enable parents and guardians to authorize the provisions of emergency treatment or transportation for 
children who become ill or injured while under school authority, or during an emergency situation, when parents cannot be 
reached.  Notify the school immediately if any information changes.  (Please print). 
 
Student’s  Name____________________________________Teacher/Homeroom/Grade________________________ 
 
Student’s Address__________________________________________________  Phone No._____________________ 
   (Street Address)                                   (Zip Code) 
 Male or Female       Date of Birth____________ 
 
Who is/are the legal guardian(s) of this child?__________________________________________________________ 
       
List the names, relationships to the student, and phone numbers of those people the school should call in the event of 
accident, illness, or school emergency.  This list should include the parent(s)/legal guardian(s) and should be in the 
order of calling preference, after attempts to call the parent(s)/guardian(s) are made. 
 
        RELATIONSHIP               PHONE NUMBERS 
NAME   (Parent, Relative, Etc.)      HOME                WORK              CELL/PAGER                   E-MAIL 
  
__________________ ____________________   ________________     ________________     ___________________    _________________ 
 (Parent/Guardian) 
__________________ ____________________   ________________     ________________     ___________________    _________________ 
 (Parent/Guardian) 
__________________ ____________________   ________________     ________________     ___________________  
 
__________________ ____________________   ________________     ________________     ___________________ 
 
__________________ ____________________   ________________     ________________     ___________________ 
 
 
I understand that my child may be released to anyone on the above list if ill, injured, or if an emergency occurs, 
and he/she must leave school.    
 
_______________________________________________                 _________________________ 
Signature of Parent/Legal Guardian                    Date 
 
Medical Problems/Allergies/Special Needs: 
_____ Diabetes      _____ Asthma      _____ Seizures      ____ Bee or Insect Sting      ____ Other     ____ Orthopedic 
 
___Visually or Hearing Impaired   ___Medication or Food Allergy   ___Emotional Problem   ___Learning Disability 
   
History of Concussion(s)___________________________________________________________________________ 
 
Please provide detailed information regarding any above marked areas:
 
 
 
 
 
 
  
For educational purposes, special medical problems, physical impairments or other facts concerning your child’s 
medical history may be shared with teachers or other support staff involved in the academic setting.  If you do 
not consent for the sharing of this information, you are required to state this in writing and submit your 
statement with this form to your school administrator.  
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File: JO-E(5) 
EBBA-E 

 
Please Complete: 
 
Student’s Name_______________________________Teacher/Homeroom/Grade_____________________________ 
 
Doctor:_______________________________________________    Phone:___________________________________ 
 
Dentist:______________________________________________     Phone:___________________________________ 
 
Specialist:____________________________________________    Phone:____________________________________ 
 
Hospital (1st choice)___________________________________  (2nd choice)__________________________________ 
 
 
Please complete EITHER Part I or Part II below: 
 
Part I:  Granting Consent 
 
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 the previously-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, medications being taken, and any physical 
impairments to which a physician should be alerted:

 

 
 
_________________________    ___________________________________________________ 
Date       Signature of Parent/Legal Guardian 
 
 
 
Part II:  Refusal to consent (DO NOT COMPLETE IF YOU COMPLETED PART I). 
 
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:  (MUST BE COMPLETED IF 
REFUSING CONSENT FOR TREATMENT) 
 
 
 
 
 
 
 
__________________     ___________________________________________________ 
Date       Signature of Parent/Legal Guardian     
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File:  JO-E (5) 
        EBBA-E 

 
 Sec. 3313.71.2.  AS USED IN THIS SECTION, "PARENT" MEANS PARENT AS DEFINED IN 
SECTION 3321.01 OF THE REVISED CODE. 
 
 (A)  Annually the board of education of each city, exempted village, local, and joint vocational 
school district shall, before the first day of October, provide to the parent of every pupil enrolled in 
schools under the board's jurisdiction, an emergency medical authorization form that is an identical copy 
of the form contained in division (B) of this section.  Thereafter, the board shall, within thirty days after 
the entry of any pupil into a public school in this state for the first time, provide his parent, either as part 
of any registration form which is in use in the district, or as a separate form, an identical copy of the form 
contained in division (B) of this section.  When the form is returned to the school with Part I or Part II 
completed, the school shall keep the form on file, and shall send the form to any school of a city, 
exempted village, local or joint vocational school district which the pupil is transferred.  Upon request of 
his parent, authorities of the school in which the pupil is enrolled may permit the parent to make changes 
in a previously filed form, or to file a new form. 
 
 If a parent does not wish to give such written permission, he shall indicate in the proper place on 
the form the procedure he wished school authorities to follow in the event of a medical emergency 
involving his child. 
 
 Even if a parent gives written consent for emergency treatment, when a pupil becomes ill or is 
injured and requires emergency medical treatment while under school authority, or while engaged in 
extra-curricular activity authorized by the appropriate school authorities, the authorities of his school shall 
make reasonable attempts to contact the parent before treatment is given.  The school shall present the 
pupil's emergency medical authorization form or copy thereof to the hospital or practitioner rendering 
treatment. 
 
 Nothing in this section shall be construed to impose liability on any school official or school 
employee, who, in good faith, attempts to comply with this section. 
 
 (B)  The emergency medical authorization form provided for in division (A) of this section is as 
follows:  (See reverse side.) 
 
Revised:  6/80     Reviewed:  1999 
Revised:  7/20/00     Revised: 6/90 
Revised:  3/22/02     Reviewed: 1994 
Revised:  5/15/03     Reviewed: 1996 
Revised:  5/20/04     Revised 3/21/96 
Reviewed: 1997     Reviewed: 1998 
        
Revised: 5/19/2007, 2008, 2009, 2010, 2011, 2012 
 
Milford Exempted Village School District, Milford, Ohio 
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Health History continued

Please list any prescription and over the counter medication that your child takes on a regular basis.

Medication and dose Time Reason

Do any health and/or medical conditions require school restrictions, modifications, and/or intervention?

a Yes a No If YES, please explain.

Does the student require any special procedures and/or treatments for their health condition(s)?

a Yes a No If YES, please explain.

Please indicate any other information about your child’s health or development that you think would be helpful for the school to know.

Form completed by Relationship to student Date

/ /



C:\Documents and Settings\KrsacoMe\My Documents\Downloads\Parent Disclosure Form Rev 0211-F&R Meals.doc         Office Use Only: DC Confirmed  
_______________________________ 
 

PARENT DISCLOSURE FORM FOR LUNCH PROGRAM 
 

***RUSH*** - PLEASE FAX COMPLETED FORM TO: 
NUTRITION SERVICES - FAX # 831-6448 

 
PLEASE COMPLETE THIS FORM AT TIME OF ENROLLMENT 

 

 
 I DID NOT receive free or reduced meal benefits at my previous school. (Please complete Part I only) 

 
 I DID receive free or reduced meal benefits at my previous school.  (Please complete Part I & II) 

 
PART I 
  

Student Name D.O.B. Milford School Building Grade 
    

    

    

    

    

 
New Family Address:  ________________________________________________________________________________ 
 
Home Phone:  _____________________________________        Cell Phone: ____________________________________ 
 
 
PART II 
 

To expedite the application process and transfer eligibility for the Free and Reduced Meals Program, I authorize Milford 
Schools to contact the school listed below to obtain a copy of the free or reduced meal application on file for my child(ren).   
 
**IMPORTANT** - To avoid a delay in transferring free or reduced meal benefits from your previous school district, 
you MUST complete a new application with Milford Schools at the time of registration.  This form does not guarantee 
that we will be able to obtain your information from the previous school in a timely manner.   
 
Previous District’s Information: 
 
School District: _____________________________________   Previous County of Residence: _______________________ 
 
School Name: ________________________________________________________  Grade Level: ____________________ 
 
City: __________________________________________________   State: __________________   Zip: ________________ 
 
Phone # (if available): __________________________________________________________________________________ 
 
_______________________________________________________________      ________________________________   

Parent’s Signature                        Date 
 

~ For questions regarding the Free & Reduced Meal Program, please contact Cheryl Wilkins at 576-2290 ~ 
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Milford Exempted Village School District 
Nutrition Services Department 

777 Garfield Avenue 
Milford, OH  45150 

Telephone:   (513) 831-5030 
 
Dear Parent/Guardian: 
Children need nutritious meals to learn. Milford Exempted Village Schools offers nutritious meals every school day. 
Your children may qualify for free meals or for reduced price meals. Reduced price is 30� for breakfast and 40� for 
lunch. 
1.  Do I need to complete a new application each year?  Yes.  Students who were approved for free or reduced 

meals and attended Milford Schools for the 10/11 school year will remain on the program until October 4, 2011.  
This grace period allows time to process the numerous applications received at the beginning of the school year.  
You will receive a letter stating your status for the 11/12 school year once your application has been processed.  
Due to the large number of applications received at the beginning of the school year, please allow three weeks to 
process your application prior to calling our office.  If you have not received notification by September 30th, 
please call the Nutrition Services office at 831-5030 to ensure your application has been received.   

 **IMPORTANT** - If your child did not participate in the free or reduced lunch program last school year or is new 
to the school district, please complete the enclosed application, AND place a checkmark in the “CHECK HERE IF 
YOU DID NOT RECEIVE FREE/REDUCED MEALS LAST YEAR OR IF NEW TO THE DISTRICT_______” area 
across the top of the application and immediately return to expedite processing. 

 
2. Do I need to fill out an application for each child?  No. Complete the application to apply for free or reduced 

price meals. Use one Free and Reduced Price School Meals Application for all students in your household. We 
cannot approve an application that is not complete, so be sure to fill out all required information. Return the 
completed application to:  

Milford Exempted Village School District 
Attn:   Cheryl Wilkins – Nutrition Services 

777 Garfield Avenue 
Milford, OH  45150 

 
3.  Who can receive free meals? All children in households receiving benefits through the Supplemental Nutrition 

Assistance Program (SNAP, formerly the Food Stamp Program) or Ohio Works First (OWF) benefits can qualify 
for free meals regardless of your income. Also, your children can receive free meals if your household’s gross 
income is within the free limits on the Federal Income Guidelines. 

4. Can foster children receive free meals? Yes, foster children that are under the legal responsibility of a foster 
care agency or court, are eligible for free meals. Any foster child in the household is eligible for free meals 
regardless of income.  

5.  Can homeless, runaway and migrant children receive free meals? Yes, children who meet the definition of 
homeless, runaway, or migrant qualify for free meals. If you have not been told your children will receive free 
meals, please call or email Jay Batterson at (513) 576-4178 or batterson_j@milfordschools.org to see if they 
qualify.  

6.  Who can receive reduced price meals? Your children can receive low cost meals if your household income is within the 
reduced price limits on the Federal Eligibility Income Chart shown on this application. 

7.  Should I fill out an application if I received a letter this school year saying my children are approved for free meals? 
Please read the letter you got carefully and follow the instructions. Contact Cheryl Wilkins at 831-5030 if you have questions. 

8.  I receive WIC. Can my child(ren) receive free meals? Children in households participating in WIC may be eligible for free or 
reduced price meals. Please fill out an application.  

9.  Will the information I give be checked? Yes, we may ask you to send written proof. 
10.  If I don’t qualify now, may I apply later? Yes. You may apply at any time during the school year. For example, 

children with a parent or guardian who becomes unemployed may become eligible for free and reduced price 
meals if the household income drops below the income limit.  

11. What if I disagree with the school’s decision about my application? You should talk to school officials. You 
also may ask for a hearing by calling or writing to: Mr. Jeff Johnson, Business Manager, Milford Exempted Village 
School District, 777 Garfield Avenue, Milford, OH  45150 – (513) 831-1314 

12.  May I apply if someone in my household is not a U.S. citizen? Yes. You or your child(ren) do not have to be a 
U.S. citizen to qualify for free or reduced price meals. 
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13.  Who should I include as members of my household? You must include all people living in your household, 
related or not (such as grandparents, other relatives, or friends) who share income and expenses. You must 
include yourself and all children who live with you. If you live with other people who are economically independent 
(for example, people who you do not support, who do not share income with you or your children, and who pay a 
pro-rated share of expenses), do not include them.  

14.  What if my income is not always the same? List the amount that you normally receive. For example, if you 
normally make $1000 each month, but you missed some work last month and only made $900, put down that you 
made $1000 per month.  If you normally receive overtime, include it, but do not include it if you only work overtime 
sometimes. If you have lost a job or had your hours or wages reduced, use your current income.   

15. We are in the military, do we include our housing allowance as income? If you receive an off-base housing 
allowance, it must be included as income. However, if your housing is part of the Military Housing Privatization 
Initiative, do not include your housing allowance as income.  

16. My Spouse is deployed to a combat zone. Is her combat pay counted as income? No, if the combat pay is 
received in addition to her basic pay because of her deployment and it wasn’t received before she was deployed, 
combat pay is not counted as income. Contact your school for more information.  

17. Why am I being asked about giving my consent for an instructional fee waiver? Ohio public schools are 
required to waive the school instructional fees for children who quality for free meal benefits. School Food Service 
personnel must have parent consent to share student meal application if your child(ren) quality for a fee waiver. If 
you agree to allow your child(ren)’s meal application to be shared with school officials to see if he/she/they 
qualifies for a fee waiver then check “yes” in Part 5. If you do not wish for that information to be shared, then 
check “no” in Part 5. Answering no to this question will mean your child will not be able to be considered for a fee 
waiver. Answering this question either way will not change whether your child(ren) will receive free or reduced 
price meals.   

18.  My Family needs more help. Are there other programs we might apply for? To find out how to apply for Ohio 
SNAP or other assistance benefits, contact your local assistance office or call (877) 852-0010.  

 
If you have other questions or need help, call Cheryl Wilkins at 831-5030. 
Si necesita ayuda, por favor llame al teléfono:  Cheryl Wilkins at 831-5030. 
Si vous voudriez d’aide, contactez nous au numero:   Cheryl Wilkins at 831-5030. 
 
Sincerely, 
 
Sarah Renz 
Assistant Director  
Nutrition Services 
 
 
 
 
 
 
 
 
 
 
 
Privacy Act Statement: This explains how we will use the information you give us. 
The Richard B. Russell National School Lunch Act requires the information on this application. You do not have to give the information, but if you 
do not, we cannot approve your child for free or reduced price meals.  You must include the social security number of the adult household member 
who signs the application.  The social security number is not required when you apply on behalf of a foster child or you list a Supplemental Nutrition 
Assistance Program (SNAP), Ohio Works First (OWF) Program or Food Distribution Program on Indian Reservations (FDPIR) case number or 
other FDPIR identifier for your child or when you indicate that the adult household member signing the application does not have a social security 
number.  We will use your information to determine if your child is eligible for free or reduced price meals, and for administration and enforcement 
of the lunch and breakfast programs. We MAY share your eligibility information with education, health, and nutrition programs to help them 
evaluate, fund, or determine benefits for their programs, auditors for program reviews, and law enforcement officials to help them look into 
violations of program rules. 
 
 
Non-discrimination Statement: This explains what to do if you believe you have been treated unfairly. “In accordance with Federal Law and 
U.S. Department of Agriculture policy, this institution is prohibited from discriminating on the basis of race, color, national origin, sex, age, or 
disability.  To file a complaint of discrimination, write USDA, Director, Office of Adjudication, 1400 Independence Avenue, SW, Washington, D.C. 
20250-9410 or call toll free (866) 632-9992 (Voice).  Individuals who are hearing impaired or have speech disabilities may contact USDA through 
the Federal Relay Service at (800) 877-8339; or (800) 845-6136 (Spanish).  USDA is an equal opportunity provider and employer”. 
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INSTRUCTIONS FOR APPLYING 
A HOUSEHOLD MEMBER IS ANY CHILD OR ADULT LIVING WITH YOU 

IF YOUR HOUSEHOLD RECEIVES BENEFITS FROM THE SUPPLEMENTAL NUTRITION ASSISTANCE 
PROGRAM (SNAP) OR OHIO WORKS FIRST (OWF), FOLLOW THESE INSTRUCTIONS: 
Part 1: List all household members and the school name and school grade level for each child. 
Part 2: List the 10-digit case number for any household member (including adults) receiving SNAP or OWF benefits.  
Part 3: Skip this part. 
Part 4: Skip this part. 
Part 5: Answer yes or no and sign your name if you would like the application to be checked by school officials to determine if the 
child(ren) qualifies for a school instructional fee waiver. 
Part 6: Sign the form. The last four digits of a Social Security Number are not necessary.  
Part 7: Answer this question if you choose to. 

 

IF NO ONE IN YOUR HOUSEHOLD RECEIVES SNAP OR OWF BENEFITS AND IF ANY CHILD IN YOUR 
HOUSEHOLD IS HOMELESS, A MIGRANT OR RUNAWAY, FOLLOW THESE INSTRUCTIONS: 
Part 1: List all household members and the school name and school grade level for each child. 
Part 2: Skip this part.  
Part 3: If any child you are applying for is homeless, migrant, or a runaway, check the appropriate box and call or email Jay 
Batterson at (513) 576-4178 or batterson_j@milfordschools.org. 
Part 4: Complete only if a child in your household isn’t eligible under Part 3.  See Instruction for All Other Households. 
Part 5: Answer yes or no and sign your name if you would like the application to be checked by school officials to determine if the 
child(ren) qualifies for a school instructional fee waiver. 
Part 6: Sign the form. The last four digits of a Social Security Number are not necessary if you didn’t need to fill in Part 4. 
Part 7: Answer this question if you choose to. 

 

IF YOU ARE APPLYING FOR A FOSTER CHILD, FOLLOW THESE INSTRUCTIONS: 
If all children in the household are foster children: 
Part 1: List all foster children and the school name and school grade level for each child. Check the box indicating the child is 
a foster child.  
Part 2: Skip this part. 
Part 3: Skip this part. 
Part 4: Skip this part. 
Part 5: Answer yes or no and sign your name if you would like the application to be checked by school officials to determine if the 
child(ren) qualifies for a school instructional fee waiver. 
Part 6: Sign the form. The last four digits of a Social Security Number are not necessary.  
Part 7: Answer this question if you choose to.  
 
If some of the children in the household are foster children: 
Part 1: List all household members and the school name and school grade level for each child. For any person, including children, 
with no income, you must check the “No Income” box. Check the box if the child is a foster child.  
Part 2: If the household does not have a 10-digit SNAP or OWF case number, skip this part.  
Part 3: If any child you are applying for is homeless, migrant, or a runaway check the appropriate box and call or email Jay 
Batterson at (513) 576-4178 or batterson_j@milfordschools.org. If not, skip this part.  
Part 4: Follow these instructions to report total household income from this month or last month.  
• Box 1–Name: List all household members with income.  
• Box 2 –Gross Income and How Often It Was Received: For each household member, list each type of income received. 
Check the box to tell us how often the person receives the income—weekly, every other week, twice a month, or monthly.  For 
earnings, be sure to list the gross income, not the take-home pay. Gross income is the amount earned before taxes and other 
deductions. You should be able to find it on your pay stub or your boss can tell you. For other income, list the amount and check the 
box to tell us how often each person got for the month from welfare, child support, alimony, pensions, retirement, Social Security, 
Supplemental Security Income (SSI), Veteran’s benefits (VA benefits), and disability benefits. Under All Other Income, list Worker’s 
Compensation, unemployment or strike benefits, regular contributions from people who do not live in your household, and any other 
income. Do not include income from SNAP, FDPIR, WIC, Federal education benefits and foster payments received by the family 
from the placing agency.  For ONLY the self-employed, under Earnings from Work, report income after expenses. This is for your 
business, farm, or rental property.  If you are in the Military Privatized Housing Initiative or receive combat pay, do not include these 
allowances as income. 
Part 5: Answer yes or no and sign your name if you would like the application to be checked by school officials to determine if the 
child(ren) qualifies for a school instructional fee waiver. 
Part 6: Adult household member must sign the form and list the last four digits of their Social Security Number (or mark the box if 
s/he doesn’t have one). 
Part 7: Answer this question, if you choose. 
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ALL OTHER HOUSEHOLDS, INCLUDING WIC HOUSEHOLDS, FOLLOW THESE INSTRUCTIONS: 
Part 1: List all household members and the school name and school grade level for each child.  For any person, including children, with 

no income, you must check the “No Income Box”.  
Part 2: If the household does not have a 10-digit SNAP or OWF case number, skip this part.  
Part 3: If any child you are applying for is homeless, migrant, or a runaway check the appropriate box and call or email Jay Batterson 

at (513) 576-4178 or batterson_j@milfordschools.org. If not, skip this part.  
Part 4: Follow these instructions to report total household income from this month or last month.  

• Box 1–Name: List all household members with income.  
• Box 2 –Gross Income and How Often It Was Received: For each household member, list each type of income received. 

Check the box to tell us how often the person receives the income—weekly, every other week, twice a month, or monthly.  For 
earnings, be sure to list the gross income, not the take-home pay. Gross income is the amount earned before taxes and other 
deductions. You should be able to find it on your pay stub or your boss can tell you. For other income, list the amount and check 
the box to tell us how often each person got for the month from welfare, child support, alimony, pensions, retirement, Social 
Security, Supplemental Security Income (SSI), Veteran’s benefits (VA benefits), and disability benefits. Under All Other Income, 
list Worker’s Compensation, unemployment or strike benefits, regular contributions from people who do not live in your 
household, and any other income. Do not include income from SNAP, FDPIR, WIC, Federal education benefits and foster 
payments received by the family from the placing agency.  For ONLY the self-employed, under Earnings from Work, report 
income after expenses. This is for your business, farm, or rental property.  If you are in the Military Privatized Housing Initiative 
or receive combat pay, do not include these allowances as income. 

Part 5: Answer yes or no and sign your name if you would like the application to be checked by school officials to determine if the 
child(ren) qualifies for a school instructional fee waiver. 

Part 6: An adult household member must sign the form and list the last four digits of his or her Social Security Number (or mark the box if 
s/he doesn’t have one).  

Part 7: Answer this question if you choose to. 

 
 
 

 
 
 
 
 
 

 
 

Your children may qualify for free or 
reduced price meals if your household 
income falls at or below the limits on 
this chart.  

 
 
 
 
 
 
 
 
 
 

INCOME ELIGIBILITY GUIDELINES 

Household size Yearly Monthly Weekly 

1 20,147 1,679 388 

2 27,214 2,268 524 

3 34,281 2,857 660 

4 41,348 3,446 796 

5 48,415 4,035 932 

6 55,482 4,624 1,067 

7 62,549 5,213 1,203 

8 69,616 5,802 1,339 

Each additional person: 7,067 589 136 
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CHECK HERE IF YOU DID NOT RECEIVE FREE/REDUCED MEALS LAST YEAR OR IF NEW TO THE DISTRICT_______ 
 

2011-2012 FREE AND REDUCED PRICE SCHOOL MEALS FAMILY APPLICATION 
Part 1. ALL HOUSEHOLD MEMBERS  

Names of all household members  
(First, Middle Initial, Last) 

Name of school and school grade level for 
each child/or indicate “NA” if child is not in 
school.  
               School                              Grade 

Check if a foster child (legal responsibility of 
welfare agency or court)  
*If all children listed below are foster 
children, skip to Part 5 to sign this form.   

Check 
if 

No 
Income 

     

     

     

     

     

     

     
Part 2. BENEFITS: If any member of your household receives Supplemental Nutrition Assistance Program (SNAP, formally Food Stamps) or Ohio 
Works First (OWF) benefits, provide the name and 10-digit case number for the person who receives benefits and skip to Part 5. If no one 
receives these benefits, skip to Part 3.  
NAME: __________________________________________  10-DIGIT CASE  #:                                                                  
Part 3.  If any child you are applying for is homeless, migrant, or a runaway check the appropriate box and call or email Jay Batterson at 
(513) 576-4178 or batterson_j@milfordschools.org                                   Homeless     Migrant    Runaway  

 Part 4. TOTAL HOUSEHOLD GROSS INCOME (before deductions). List all income on the same line as the person who receives it. Check the     
 box for how often it is received. Record each income only once.  

2. GROSS INCOME AND HOW OFTEN IT WAS RECEIVED 

1. NAME 
(List all household members with income)  

Earnings 
from work 

before 
deductions W

ee
kl
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ve
ry

 2
 W

ee
ks
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e 
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th
ly

 
M
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ly
 Welfare, 

child 
support, 
alimony W
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y 
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 W
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Tw

ic
e 
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M

on
th

ly
 

Pensions, 
retirement, 

Social 
Security, 
SSI, VA 
benefits 

W
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y 
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 2
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ks
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e 
M
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th

ly
 

M
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th
ly

 All Other Income 
(indicate frequency, 

such as “weekly” 
“monthly” “quarterly” 

“annually” 

(Example) Jane Smith $200 $150 $0   $50.00/quarterly__

 $ $ $   $________/_______

 $ $ $   $________/_______

 $ $ $   $________/_______
Part 5. SHARING INFORMATION WITH OTHER PROGRAMS: To save you time and effort, the information you provide on this free and reduced 
application and previous year’s applications may be shared with other programs for which your children may qualify.  We must have your permission to 
share your information.  Answering this question will not change whether your children will receive free or reduced price meals. Check all boxes that apply 
Yes, I do want school officials to share information from this form for:  11/12 Instructional Supply Fee Waiver AP Exam Fee Reduction   
Yes, I do want school officials to share information from applications in previous school years for Instructional Fee Waiver for  10/11 09/10 
No, I do not agree to have my meal application used to determine if my child(ren) qualify for other programs.    

Signature of Parent/Guardian for Sharing Information with Other Programs Question: ________________________________  Date: ___________ 

Part 6. SIGNATURE AND LAST FOUR DIGITS OF SOCIAL SECURITY NUMBER (ADULT MUST SIGN) 
An adult household member must sign the application. If Part 4 is completed, the adult signing the form must also list the last four digits of 
his or her Social Security Number or mark the “I do not have a Social Security Number” box. (See Privacy Act Statement on the back of this page.) 

I certify (promise) that all information on this application is true and that all income is reported. I understand that the school will receive Federal 
funds based on the information I give. I understand that school officials may verify (check) the information. I understand that if I purposely give 
false information, my children may lose meal benefits, and I may be prosecuted.      
 
Sign here: X________________________________________Print name:______________________________________Date: ______________  

Address:_______________________________________________________________________Phone Number:_________________________  

Last four digits of your Social Security Number:   __ __ __ __     I do not have a Social Security Number 

Part 7. Children’s ethnic and racial identities (optional) 
Choose one ethnicity: Choose one or more (regardless of ethnicity):                                                     

 Hispanic/Latino 
 Not Hispanic/Latino 

 Asian                                   American Indian or Alaska Native                                                        
 White                                   Native Hawaiian or other Pacific Islander                              
 Black or African American    
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SHARING INFORMATION WITH MEDICAID/Healthy Start, Healthy Families 
 
Dear Parent/Guardian: 

If your children receive free or reduced price school meals, they may also be able to receive free or low-cost 
health insurance through Medicaid or the State of Ohio Healthy Start, Healthy Families Program.  Children with 
health insurance are more likely to receive regular health care and are less likely to miss school because of 
sickness.  

Because health insurance is so important to children’s well-being, the law allows us to tell Medicaid and 
Healthy Start, Healthy Families that your children are eligible for free or reduced price meals, unless you 
tell us not to. Medicaid and Healthy Start, Healthy Families only use the information to identify children who 
may be eligible for their programs. Program officials may contact you to offer to enroll your children. Filling out 
the Free and Reduced Price School Meals Application does not automatically enroll your children in health 
insurance. 

If you do not want us to share your information with Medicaid or Healthy Start, Healthy Families, fill out the form 
below and send in (Sending in this form will not change whether your children receive free or reduced price 
meals). 

 

 No! I DO NOT want information from my Free and Reduced Price School Meals Application shared with 
Medicaid or the Healthy Start, Healthy Families. 

 
If you checked no, fill out the form below. 
 
Child's Name: _______________________School:________________________              

Child's Name: _______________________School:________________________ 

Child's Name: _______________________School:________________________ 

Child's Name: _______________________School:________________________ 

Signature of Parent/Guardian: ____________________________Date: _______ 

Printed Name:____________________ Address:_________________________ 
For more information, you may call Healthy Start & Healthy Families at 800-324-8680 or Cheryl Wilkins at (513) 831-5030.   
Return this form to:  

Milford Exempted Village School District 
Attn:   Cheryl Wilkins – Nutrition Services 

777 Garfield Avenue 
Milford, OH   45150 

Don’t fill out this part. This is for school use only. 
Annual Income Conversion:   Weekly x 52, Every 2 Weeks x 26, Twice A Month x 24 Monthly x 12  

 
Total Income: ____________   Per:  Week,  Every 2 Weeks,  Twice A Month,  Month,  Year          Household size: ________  
 
Categorical Eligibility: ___     Date Withdrawn: ________  Eligibility: Free___    Reduced___    Denied___   Reason: ____________________ 
 
Temporary:   Free_____  Reduced_____  Time Period: ___________ (expires after _____ days) 
 
Determining/Approval Official’s Signature: _____________________________________________________ Date: _____________________ 
 
Confirming Official’s Signature: _____________________________________________________________  Date: _____________________  
 
Follow-up Official’s Signature: ______________________________________________________________  Date: _____________________ 
 
If selected for Verification, Date Verification Notice Sent:_________ Response Date: _________ 2nd Notice Sent: ________ Results Sent:_______ 
 
Verification Result: No Change _____ Free to Reduced Price _____ Free to Paid _____ Reduced Price to Free ____ Reduced Price to Paid ___ 
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STUDENT MEAL ACCOUNT RESTRICTION FORM 
FOR 2011/2012 SCHOOL YEAR 

 
DATE:_____________________ SCHOOL NAME:______________________________    STUDENT ID #____________________ 
 
STUDENT NAME:__________________________________________________________    GRADE:__________________________ 
 
PARENT EMAIL:__________________________________________________________     PARENT PHONE:_________________ 
 
Food Allergies can NOT be submitted using this form. –Each year, parents must provide a physician’s note to the school nurse.   Once the physician’s 
note has been received, a food substitution can be offered to your child.  If you have any questions, please contact the school’s nurse for assistance.   
Food Intolerances can NOT be submitted using this form - Please contact the Nutrition Coordinator at 576-2245 to discuss food intolerances. 
 
ALA CARTE RESTRICTIONS – Students are permitted to use cash or money in their meal account to purchase ala carte items, a second 
entrée and/or milk.  Students are not permitted to charge ala carte items.  Students in preschool – 6th grade are restricted to two ala carte items per day.   Jr. 
High and Sr. High students do not have any item or ala carte spending limits on their meal account.   If you would like to place restrictions on your child’s 
meal account or remove the two ala carte items per day restriction from your preschool–6th grade student’s meal account, this form must be completed and 
returned each school year.    
 

 Ala Carte Purchases are not to exceed $___________ per  Day   Week  Month --  Do not limit my elementary or preschool ala carte purchases 
 

 My child is not permitted to purchase the following ala carte items:________________________________________________________ 
  
       _____________________________________________________________________________________________________________ 

 
-- OR - - 

 
 No Ala Carte Snacks (food items)     No Ala Carte Beverages     No 2nd Entrée purchase (extra slice of pizza or extra order of chicken nuggets) 

 
 No Second Meal Purchase                 

 
 
MEAL RESTRICTIONS/MEAL CHARGES – Unless specified below, Nutrition Services will allow students in preschool through 8th 
grade to charge a meal or milk if they have forgotten lunch money or a packed lunch for the day.    
 
While our first priority is to provide a healthy, well balanced meal to all students, we will not overstep your boundary as the parent.   If you would prefer no 
meal service be provided to your child or request no charges when there is not adequate funds in your child’s meal account, this form must be completed and 
returned each school year.  Upon receipt of this form, your child’s meal account will be noted.     
 
It is important you understand and agree to the following: 
 

• I understand that should my child(ren) forget his/her packed lunch or lunch money, it is my responsibility as the parent to notify the 
kitchen to approve any charge for that day.  

 
• I understand that it is my child’s responsibility to know his/her balance before going through the line and taking a meal.  Once the meal 

has been served to the child, the account will be charged, as the food can not be re-served.  
 
 
I would like Nutrition Services to refuse serving my child:   Breakfast    Lunch      Milk         Absolutely No Charges 
 
**NOTE – To ensure Nutrition Services can enforce restrictions, meal account restrictions in addition to the choices above must be approved by the 
Nutrition Services Department before your child’s account will be noted.  Please contact Sarah Renz at (513) 831-5030 for assistance. 
 
This form must be signed and returned to:       Nutrition Services Department 

777 Garfield Avenue 
Milford, OH  45150 

Telephone:  (513) 831-5030 
Fax:   (513) 831-6448 

 
___________________________________   ________________________________ 
Parent’s Name   Parent’s Signature 
 
FOR OFFICE USE ONLY: 

 Notes Section was updated with the Date Restriction was placed on account     Noted in Special Message Section  Restriction Entered in Meals Plus 



MEAL ACCOUNT PREPAYMENT FORM 2011 - 2012 
 
Milford Exempted Village School District utilizes a computerized point-of-sale (POS) debit system that makes paying for school 
meals much easier.  Each student has his/her own STUDENT MEAL ACCOUNT that is accessed by entering his/her personal 
identification number (PIN) on the numeric keypad at the cashier station.   The student’s photo appears on the screen when 
his/her PIN number is entered.  The cashier then verifies the student’s identity before the student’s purchases are deducted 
from his/her account.  Money can be deposited into the account at any time, as often as needed. 
 

To Check Account Balance and Add Money to your STUDENT MEAL ACCOUNT - There are three convenient ways to place 
money on a student meal account: 
 

1. Online Payment Service (www.spsezpaymilfordexempted.com) using Visa, MasterCard or Discover- EZ Pay online 
service allows you to check your child’s meal account balance and view a meal transaction report that provides a 
detailed list of items your child has purchased.  While there is a nominal service fee to make online payments, there is 
no charge to view meal account balances and the meal transaction report.    Visit www.spsezpaymilfordexempted.com 
and enroll in this easy-to-use service. Detailed instructions on setting up an account can be found on the Milford 
Schools website at www.milfordschools.org, choose the “Nutrition Services” icon, then choose “EZ Pay Instructions”.  

2. Checks made payable to Milford Nutrition Services can be sent into school with your child.  Please include your child’s 
name, grade and student ID # in the memo of the check and return with the completed form below to school. 

3. Cash – We do accept cash payments in the breakfast/lunch line.  However, recording cash payments daily for each 
student during breakfast/lunch will slow the lines. 

 
We encourage you to prepay for your child’s meals, as this reduces wait time in line for students.  You can prepay for the week, 
month or entire year.  To calculate the amount, count the serving days on the menu or school calendar and multiply by the meal 
cost listed below: 
 
Meal Account Restrictions/Food Intolerances – If you wish to place restrictions on your child’s meal account, you must complete and return a 
Student Meal Account Restriction form each school year.   
Food Allergy – Each year, parents must provide a physician’s note to the school nurse.   Once the physician’s note has been received, a food 
substitution can be offered to your child.   If you have any questions, please contact the school’s nurse for assistance. 
 
All Nutrition Services’ forms are available online at www.milfordschools.org and click on the “Nutrition Services” icon. 
 

 

MILFORD SCHOOLS MEAL PRICES 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
PLEASE NOTE:   If your check is returned for insufficient funds (NSF), you will be charged for both the face amount and return check fees.  The returned check 
fee is $35.00.  We will not accept another check as payment for your child's meals until all fees have been paid.  Fees that remain unpaid will be reported to the 
proper authorities.     

 
Building Name: ___________________________  Student Name_____________________________________________  
 
Grade ____________ Teacher’s Name______________________________________   Room Number ______________ 
 

AMOUNT ENCLOSED $______________  
 
 “In accordance with Federal law and U.S. Department of Agriculture policy, this institution is prohibited from discriminating on the basis of race, color, 
national origin, sex, age, or disability. To file a complaint of discrimination, write USDA, Director, Office of Civil Rights, 1400 Independence Ave. SW, 
Washington, D.C. 20250-9410 or call (800) 795-3272 or (202) 720-6382 (TTY). USDA is an equal opportunity provider and employer.” 

Meadowview, Pattison, Charles L Seipelt, Boyd E Smith, Mulberry, McCormick & Preschool/Extended Day Kdg. 
   BREAKFAST (currently available at all schools)      $ 1.25 
   LUNCH (includes 8 oz. milk & all side items)      $ 2.35 
JUNIOR HIGH 
   BREAKFAST          $ 1.25 
   REGULAR MENU LUNCH (includes 8 oz. milk & all side items except fries)  $ 2.45  w/Fries $ 3.20 
    GRAB’N GO MEAL (prepackaged entrée and sides; includes 8 oz. milk)   $ 2.70 
    SUPER LUNCH (includes 8 oz. milk & all menu side items except fries)   $ 2.95  w/Fries $ 3.70 
SENIOR HIGH 
  BREAKFAST          $ 1.25 
   REGULAR MENU LUNCH (includes 8 oz. milk & all menu side items except fries)  $ 2.60  w/Fries $ 3.35 
   SUPER LUNCH (includes 8 oz. milk & all side items except fries)    $ 3.10  w/Fries $ 3.85 
   DELUXE LUNCH (includes 8 oz. milk & all side items except fries)    $ 3.60  w/Fries $ 4.35 

Milk Only (all schools)         $   .50 



EZ PAY ONLINE PAYMENT SERVICE 
 

 
 
        August 1, 2011 
 
 
 
Dear Parents: 
 
We realize it can be difficult to keep track of food purchases and account balances for student meal accounts.  To help facilitate 
payment of school meals, Milford Exempted Village School District offers an internet-based online payment service called EZ 
Pay.  This service is provided on a website where you can pay for school meals, view meal account balances, view a detailed list 
of items purchased, as well as pay instructional supply fees and extended day and preschool tuition.  Payments can be made 
using Visa, MasterCard and Discover.   Participation in this service is voluntary and you may enroll at any time.   
 
 
Credit Card Payments  - Payment posts to student’s meal account by the end of the next business day 
 
Businesses that accept credit cards must forfeit a percentage of the sale to the credit card company, as well as pay a transaction 
fee and a monthly website fee.  The district simply cannot afford to absorb these fees.   
 
To provide this service at little or no cost to Milford Schools, a $2.50 service fee per transaction is charged to the card holder for 
each credit card payment.  EZ Pay will accept payments from parents for meals, school fees and extended day and preschool 
tuition on one website.  For families with more than one child, EZ Pay will accept payments to multiple accounts for one $2.50 
transaction fee.     
 
This credit card payment option is available only if you have access to the EZ Pay website on the internet.  Please note, the 
school(s) cannot accept credit card payments directly at the cash register. 
 

Check Meal Account Balances and Meal Account Purchases 

An additional benefit to using this online service is the ability to view your child’s meal account balance and a participation 
report that provides a detailed list of items your child(ren) have purchased.  There is no charge to enroll in this service and set 
up an account for 24 hour access to your child(ren)’s meal account balance or participation report. 

To use this service, you must first enroll on the EZ Pay website.  Please refer to the detailed instructions on the back of this letter 
for instructions on setting up your account. 
 
If you have questions that are not answered on the website, we encourage you to contact EZ Pay at 942-2400 or contact Sarah 
Renz, Assistant Director of Nutrition Services at 576-2293. 
 
We hope you find this service a convenient alternative. 
 
Sincerely, 
 
 
Sarah Renz 
Assistant Director - Nutrition Services 
 
 
 

www.spsezpaymilfordexempted.com 



Easy-to-Use EZ Pay Instructions 

Enrollment Questions?   Call EZ Pay at 942-2400 

 
To Set Up a New Account 
1. Log onto EZ Pay website at www.spsezpaymilfordexempted.com. 
. 
2. Choose the red “Register to Use SPS EZ Pay” tab on the right hand side of the screen to set up a new account.  The 

information needed is as follows: 
• First Name 
• Last Name 
• Mailing Address 
• Phone Number 
• Email Address 
• Password 

3. Choose Next  
• Enter Student ID Number  

o If your child does not know their student ID number, you may contact Cheryl Wilkins at 576-
2290. 

• Enter Student’s Last Name 
• Choose “Add Student to List” 
 

To add additional children, repeat step 3. 
 
**Students new to the district may not have a meal accounts established to accept payments until after their first day of school. 
 
 
To Make a Payment Online 

1. Log in using your email address and password 
2. Click on the student’s name 
3. Enter the payment amount 
4. Choose “Add to Payment Basket” 
5. If paying multiple students, repeat steps 2-4  
6. Choose “My Basket” 
7. Enter/Confirm Billing Address 
8. Enter credit card information 
9. Choose Submit Payment 

 6. Once your payment has been processed, you will receive an email confirmation of your payment from EZ Pay. 
 
 
To Check Your Child’s Balance 

1. Log in using your email address and password 
2. Meal account balance will display for all students added to your account 

 
 
To View Items Your Child has Purchased 

1. Log in using your email address and password 
2. Click on the student’s name 
3. Choose “Meal Transaction History” on the right hand side of the screen 

 
 

**Please note the student database may not be updated until just prior to the first day of school, so it's possible that you will not 
find your student listed at his/her new school until the day before school starts. 
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