
 

FREMONT CITY SCHOOLS DISTRICT 

EMERGENCY MEDICAL AUTHORIZATION (EMA) AND STUDENT REGISTRATION FORM (EMIS) 

2014-15 

Please complete ALL sections                                

Date of Entry (For Office Use Only): EMIS ID# (For Office Use Only): DASL ID # (For Office Use Only): 

Legal Last Name First Middle Suffix Grade 

Address (post office box is not acceptable as a residence address) City Zip  

Gender 

        Male       

Female                                     

Date of Birth 

 

Birth City Parent Home Phone Parent Cell Phone 

PART 1– ETHNIC CATEGORY                     

(Federal Government Requirement) 

Choose One 

White                

Black/African American                    

Hispanic     

Multi-Racial             

Native Hawaiian or Pacific Islander      

American Indian or Native Alaskan     

Asian       

PART 11 – HERITAGE 

Is the student of Hispanic Heritage? 

YES      NO  

Choose one or more of the Racial Groups below: 

White 

 Black/African American     

 Hispanic     

 Native Hawaiian or Pacific Islander     

 American Indian or Native Alaskan 

 Asian 

Primary Language Spoken at Home 

 

 English       Other 

Is this student presently under expulsion or 

suspension? 

 

 YES (If yes, please provide copies or paperwork) 

       

 NO 

Has this student previously attended Fremont City Schools? 

            No           Yes  (If yes, grade level at withdrawal)________________Building__________________________ 

Previous School District/Building Attended 

 

Previous School Address/City/State/Zip 

 

Phone: 

Fax: 

Is student currently receiving special education programs or services?    YES      NO 

 

Autism                                              Deafness (Hearing Impairment)       Emotional Disturbance (ED)                    Multiple Disabilities(MD) 

Orthopedic Handicap (OH)              Other Health Impaired (OHI)           Specific Learning Disability (SLD)         Cognitive Disability (CD)                  

Traumatic Brain Injury (TBI)           Visually Impaired (VI)                     Speech/Language   

Marital Status of Parents: 

 

Single          

Never Married         

Married          

Separated    

Divorced       

Remarried                

Widowed 

Student resides with: 

 

 Both  Parents           Mother only*   

 Father only*            Mother/Stepfather* 

 Father/Stepmother*   

Grandparents  

(POA or Grandparent Affidavit required**) 

 Foster Family*    

 Other*:___________________________ 

Residential Status - Do you/child(ren):  

 

Live in a public or private operated shelter?               YES         NO 

 

Did you move in with another individual or family? YES          NO 

 

Live in a hotel/motel?                                                  YES         NO 

 

Other(please describe)______________________________________              

*If the student is not living with both parents, is there a temporary or permanent custody order/decree allocating parental rights and responsibilitie               

                                               YES   (If yes, you must provide a certified copy of the custody order)               NO 

RESIDENTIAL PARENT/GUARDIAN INFORMATION:  (required)  

 

Last Name(s) ________________  , ___________________First Name(s)___________________, ____________________Home Phone _______________ 

Address (if different from above)________________________________________________________City/State/Zip________________________________________________ 

Name:  _____________________Place of Employment__________________________ Work Phone__________________ Cell______________________  

Name:  _____________________Place of Employment__________________________ Work Phone__________________ Cell______________________ 

NON-RESIDENTIAL PARENT INFORMATION:  

Last Name(s) _________________________________________ First Name(s)_______________________________Relationship____________________ 

Address (if different from above)________________________________________________________City/State/Zip________________________________________________ 

Home Phone__________________ Place of Employment__________________________ Work Phone_________________ Cell_____________________ 

Home Phone__________________ Place of Employment__________________________ Work Phone_________________ Cell_____________________ 

ADDITIONAL EMERGENCY CONTACTS NOT LISTED ABOVE: 

Last Name(s) _________________________________________ First Name(s)________________________________Relationship___________________ 

Address (if different from above)_______________________________________ Phone________________ Work______________________Cell_____________________ 

Last Name(s) _________________________________________ First Name(s)________________________________Relationship___________________ 

Address (if different from above)_______________________________________ Phone________________ Work______________________Cell_____________________ 
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Please list all siblings who attend Fremont City Schools: 

Last Name__________________________________________   First Name___________________________________   Current Grade________________ 

Last Name__________________________________________   First Name___________________________________   Current Grade________________ 

Last Name__________________________________________   First Name___________________________________   Current Grade________________ 

Last Name__________________________________________   First Name___________________________________   Current Grade________________ 

Last Name__________________________________________   First Name___________________________________   Current Grade________________ 

 

______________________________________________                       __________________________________          _____________________________ 

SIGNATURE OF PERSON ENROLLING STUDENT                      RELATIONSHIP                                                DATE 

 

 

**PLEASE COMPLETE AND SIGN EITHER PART I OR PART II** 
<><><><><><><><><><><><><><><><><><><><><><><><><><><><><><><><><><><><><><><><><><><><><><><> 

 

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

Doctor__________________________________________________________________________ Phone___________________________ 

 

Dentist__________________________________________________________________________Phone___________________________

   

Vision Specialist __________________________________________________________________Phone___________________________ 

  

PLEASE NOTE: Sandusky County EMS will transport to Memorial Hospital of Sandusky County – (If you would prefer another hospital, 

please specify below and understand the greater travel distance may require an ambulance). 

 

Hospital (if other than Memorial) _____________________________________________________Phone___________________________ 

 

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 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.  Any hospital or practitioner not having access to the child’s 

medical history needs the following information: 

 

Date of last tetanus shot_____________________Allergies_________________________________________________________________ 

 

Medication Being Taken_____________________________________________________________________________________________ 

 

Physical impairments (heart, epilepsy, etc.)______________________________________________________________________________ 

 

Other pertinent facts to which a physician should be alerted: ________________________________________________________________ 

 

_________________________________________________________________________________________________________________ 
 

 

PARENT/GUARDIAN 

SIGNATURE_________________________________________________________Date________________________ 

 

<><><><><><><><><><><><><><><><><><><><><><><><><><><><><><><><><><><><><><><><><><><><><><><><> 

 

PART II 

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:  

_________________________________________________________________________________________________________________ 

_________________________________________________________________________________________________________________     

 

PARENT/GUARDIAN 

SIGNATURE_________________________________________________________Date________________________ 

 

As stated in Section 3313.712 of Ohio Law, this section also requires that this form, which is a facsimile of the form included in section 3313.712 be used.  

The law provides that the emergency medical form must be on file by October 1 of the current school year or the student will not be permitted to participate 

in any school function or activity. 
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