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Utica Shale Academy
10 E Main St
Salineville Oh 43945
Phone: 330.942.4812

Utica Shale Academy Email to: enrollment@uticashaleschool.com

Educating the people of temarraw

This enrollment form is intended for adult learners aged 22 and older who are seeking to return to school and complete their
high school education. Please fill out all sections completely. Return by mail, email, we DO NOT USE FAX

School Year Applying for: 25-26 Application Date:

Full Name:

Last First Middle

Age: Date of Birth: Social Security Number:

Address:

Street/PO Box City State Zip Phone

School Last Attended: Highest grade completed

Current Employer (if applicable):

District currently resides in: Phone:

Signature/Authorization for Records Request: Date:

Have you previously received an IEP or 504 Plan?

OYes [ No Ifyes, please provide details:

~FOR USA USE ONLY--=-rssemssomnmasamnimnsmmnmnnas

Date Received: Time Received: District enrolled:

Approved: Rejected: Reason(s) if rejected

DORP STATUS: Y or NIFY, Method

USA does not discriminate in its educational programs or activities on the basis of race. color national or ethnic origin. ancestry age religion or religous creed disability or
handicap sex or gender (including pregnancy, sexual harassment and other sexual misconduct including acts of sexual viclence such as rape sesual assaull sexual
exploitation and coercion), gender identity and/or expression (including a transgender identity) sexual crientation military or veteran stalus. genetic information  or any cther
characternstic protected under applicable federzal. state or local law Retaliation Is also prohibited.

"The Utica Shale Academy is a community school established under Chapter 3314. of the Revised Code. The school is a public
school and students enralled in and attending the school are required to take proficiency tests and other examinations prescribed by
law. In addition, there may be other requirements for students at the school that are prescribed by law. Students who have been
excused from the compulsory attendance law for the purpose of home education as defined by the Administrative Code shall no
longer be excused for that purpose upon their enrollment in a community school. For more information about this matter contact the
school administration or the Ohio Department of Education.
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Utica Shale Academy
10 E Main St
Salineville Oh 43945
Phone: 330.942.4812

Utica Shale Academy Email to: enrollment@uticashaleschool.com

Educating the poeople of tomorraw

Request and Consent for Release of Records

| authorize the release of the records of

Student’s Last Name First Name Mid. Initial Birthdate Mo/Day/Yr

From the Following School/Institution:

Most Recent School/Institution

Address

City, State, Zip Code

Telephone No. Fax No.

The following records may be released (please check).
[ Transcript of subjects and grades

Ohio Proficiency Test Results

Attendance Record

Standardized Test Results

Psychological or Other Individual Test Results

Health Records

IEP and Special Education Records, if applicable

OO0o0o0oOOdo

 Disciplinary Records
The education records designated should be released and disclosed only to Utica Shale Academy

| am authorizing the release of these records for these reasons.

O | am the subject of these records and 18 years of age or older.

If this consent had been requested by me, | understand that | have the right not to consent to the release of

records. Further, | recognize that a copy of the records must, upon request, be provided to me.

Signature Date
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Educaung the people of tomorraw

Housing Situation
Please check the situation that best describes the student's current living situation:

O Sharing the housing of others due to loss of housing, economic hardship, or similar reason {including
staying with grandparents or being doubled up with other families(with non-married significant other)}

O Living in motels, hotels, trailer parks, or camping grounds due to lack of alternative adequate

accommodations
Q Living in emergency or transitional shelters
O None of the above
Photo Consent
The school’s students will be participating in many activities and will be getting attention from sources interested
in public community schools and our progress. Please sign this Media Release authorizing this School to publish
your child’s photo and/or name for the limited uses for public relations and media purposes. The school will not

release photos resulting from disciplinary actions. | hereby consent to the above.

Signature

REQUEST FOR RECORDS

To the Registrar:

Please send the above records, if available for this student as soon as possible. If records are not
available, please return our request indicating the following:

[J No records available. Reason:

O Unable to find records. Reason:

The undersigned certifies that the above-captioned Request and Consent for Release of Records was
complied with on (date) by (mail) or (personal delivery) to

Sincerely,

School Registrar Date



Emergency Medical Authorization Form

O.R.C. 3313.712

The Purpose of this form is to enable parents and guardians to authorize the provision of emergency treatment for children who become il
or injured while under school authority, when parents or guardians cannot be reached.

Student Name Gradc Birth Date Parent’s Name
Address Home Phone Bus Number
Emergency Contacts
#1 Name: .. Relauonship: Home Phone:

CellPhone: ~  Work Phone:
#2 Name: ____Relationship: = Home Phone: —

i(Cell Phone: - Work Phone:
#3 Name: _Relationship:  Home Phone:

Cell Phone: . Work Phone: B _: B
#4 Naine: Relatlonshlp ____ Phone Number:

The above contacts will be reached in order as listed. Listed c:mergcn\.y contacts are permitied to pick up the student in the event of iliness .
the parent has been attempted to be reached. it is the pareat’s responsibility to notify the scheol with any changes.

Authorization for Medical Treatment
[ hereby give consent for the following medical care providers to be called:

Doctor: Phone: o N
Dentist: | Phone: S
Medical Specialist: Phope:
Local Hospital: Phone: . -
Policy Number: o

Name of Medical Insurance -
Medical History: S
Medications and Dosages: B - -
Allergies and Reaction: o , -

Does your child need an EpiPen here at school? Yes No
List any accommodations or restrictions that need to be made for yvour child here at school:

Does your child need an inhaler while _u;s:.,hooI? Yes  No

In the event that reasonable attempts to contact me have been unsuccessful, [ hereby give my consent for

(1) administration of any treatment deemed necessary by the above-named doctor, or, in the event the designated practitioner is not availab
by another licensed physician or dentist; and (2) the transfer of the child to the closest emergent facility. This authorization does not cover
major surgery unless the medical opinions of two licensed physicians or dentists, concurring in the necessity for such surgery, are obtained

to the performance of such surgery.
Signature or Parent/Guardian:

Date: R

PLEASE COMPLETE REVERSE SIDE ONLY IF YOU DO NOT GRANT CONSENT




Utica Shale Academy
Medical Card

CAR/BUSE
GRADE
STUDENT NAME__ - PIRTHDAY . o . fia e
LAST FIRST MIDDLE
PARENT'S ADDRESS _ THONEMNUMBDER _
STREET CITY ZIP CODE

PRIMARY CONTACT: - HOME PHONE: _ _
RELATIONSHIP TC CHILD: CELL/WORK: ___ -
SECONDARY CONTACT: ____ o S HOMEPHONE:. ...
RELATIONSHIP TO CHILD: o _  CELL/WORK:
ADDITIONAL CONTACT: S ___ __ HOMEPHONE:
RELATIONSHIP TO CHILD: __ o e CELLWORE: o

ALLERGIES/MEDICAL CONDITIONS:

AUTHORIZATION FOR: TYLENOL: ADVIL:

Parent/Guardian Signature

In accordance with Board Policy no medication {over-the counter or prescription) may be given to any student without 2 written prescripiion from
a licensed health professional authorized to prescribe drugs accompanied by the written authorization of the parent/guardian.
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This form is designed to help a district homaless liaison determine whether a student is homeless as defined by the
federal McKinney-Vento Act. Answers may be used to help determine if the student meets eligibility requirements for
services The district liaison may use this as an interview form and give a copy ot it to the tamily atter completing the
form. Liaisons may want to keep this form as an ongoing tool to keep notes on throughout the duration of a student’s
homelessness.

Student Name:

Parent/Guardian Name:

School: Phone:
Grade: Age: Date of Birth:
Current Address:

City: Zip Code:

Is this address Temporary or Permanent?

Situations that describe family's location during nighttime hours (you can choose more than one):

EI Shelter or other temporary housing
EI Motel, car, or campsite
D With friends or family members (other than or in addition to parent/guardian)

DOther

If sharing housing or experiencing instability, please check all of the following reasons that apply:
D Parent/Guardian is incarcerated |:| Economic situation
r__] Temporarily waiting for house or apartment D Loss of employment

E] Loss of housing DOther

Is the student under the age of 18 and living apart from parents or guardians?

Educational Rights
Students without fixed, regular, and adequate nighttime residences have the following rights:

1) Immediate enrollment in the school they last attended or the local school where they are currently staying even
if they do not have all of the documents normally required at the time of enrollment without fear of being
separated or treated differently due to their housing situations;

2) Transportation to the school of origin for the regular school day;

3) Access to free meals, Title | and other educational programs, and transportation to extra-curricular activities to
the same extent that it is offered to other students.

Any questions about these rights can be directed to the local McKinney-Vento liaison at

or the State Coordinator at

Eligibility Determination completed by:
I:lParent/Caretaker,n’unaccompanied Youth provided copy of McKinney-Vento Rights.

1 | Homeless Eligibility Form | 2024



Utica Shaie Academy
10 E Main Street
Salinevilie, Ohio 43945

HOUSEHOLD INFORMATION SURVEY
Utica Shale Academy will participaie in the Comimunity Eligibility Provision {(CEP) undeor the National
Schoo! Lunch Program (NSLP). Under this option, all children in the school receive a2 breakfast/lunch
at no charge regardiess if they complete this fuin. However, to determine eligibility for various
additional state and federal program benefits that your child's school may qualify for, please
complete, sign and return this application to your school building if your income falls within or below
the guidelines listed in the foliowing chart.

INCOME GUIDELINES ~185%
Guidelines to be affective from July 1, 2024 through June 30, 2025 o

Number of Annual Maonthly ' Twice per Every two Weeakly
persons in ‘ month weeks ?
family or | %
household size l ’ :
1 $27,861 $2,322 1 $1.161 I $1,072 $536
SRS e ,H,I-. i i ——— e = T —
2 37,814 3,182 [ 1,576 1,455 728
3 47,767 | 3,981 ' 1,991 1,838 919
4 57,720 4,810 2,405 2,220 1,110
8 67,673 5,640 2,820 2,603 1,302
= = 1. .
5] 77,626 5,469 3,235 2,a8a8 1 403 ;
7 87,579 7.299 3,880 3,368 1,685 |
8 97,532 8,128 4,064 3.752 1,876
Each +9,953 +830 +415 +383 +192
additional :
member add | |

If any member of your household receives Supplemental Nutrition Assistance Program (SNAF) (fgrmerly
food stamps) or Ohio Works First (OWF) benefits, provide the name and 7 -digit case numb_er for the .
person who receives the benefits then proceed to Section 4. If no one receives these benefits, start with

Section 1.

Name: 7-digit Case Numbe:: p—— =
INSTRUCTIONS: Complete this survey and return to your child’s school or mail to the following address:
Utica Shale Academy, 10 E Main Street Salineville Ohio 43945

The following selections must be completed by the Head of Household or Designee:

1. SIZE OF FAMILY - Indicate the total number of individuals living in your household, including all aduits and children’



2. STUDENT INFORMATION - Compleie for each studen: #ra-K iiirough grade 12,

Last Nams

First Name

Birth Date
MM-DD-YY |

|
z
|
i
|
|

|

School

S i T e i
ldentify:

H=

i Homeless |

I M=

| adiarant {

R=
i Runaway
| F=Foster

For additional lines, please attach a second sheet to this survey or attach & copy of this survey clearly marked

as Page 2.

3. TOTAL MONTHLY HOUSEHOLD INCOME - Report income for all members of household excluding foster children.

If you have reporled a case number above, pleass do nol complete this section. Proceed to saction 4.

Type of income income Circle if
No
Income
1. Gross Monthly Earnings: Wages, Salary, Commissions $ None
2. Monthly Welfare Payments, Child Support, Alimony $ None
3. Monthly Payments from Pensions, Retirement, Social Security $ None
4. Monthly Dividends or Interest on Savings $ | None
DUSNCI S i
5. Monthly Worker's Compensation, Unemployment, $ | None
Strike Benefit
8. Other Monthly Income (881, VA, Disability, Farm, other) 8§ None
Total Monthly Household Income (Add lines 1-6) $ ;




SIGNATURE - If income section is completed, the adult signing the form must also list the last four (4) digiis of his
her Social Security number or check tne "l do not have a Social Security number” box belov, .
| certify (promise) that all information on this application s tiue and that all income is reported. | undersiand the
school will be eligible for certain federal and/or state funds based on the information | give. I undarstanc that the
school officials may verify (check) the information. | understand that if | purposely give false information, my chiia
may losa benefits and | may be prosecutsd,
Sign iHere: X B Pk Nate. S _
Date _ —
Last Faur (4) Digits of Social Security Number: XXX-XX- i donot have a Sacial Security Number___
Address City Zip Code
S B e s PENAE
Home Phone Work Phone i Email Addrass
|
{ flu::-;'::;:'; yudt email addeess, YOJ LY ve SaNial wa msld By
e ST i S N i

For Internal Office Use Only:
Please circle one option.

QUALIFIES

DOES NOT QUALIFY

or
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One Call Now Notifications Information

Please provide the name of the student and the phone number(s) you would like
to add to our “all call system” for snow days or other important announcements.

Student name:

Phone number:

Secondary number:

You will receive a toll-free call or text notifying you of our announcements.

**You can also check our Facebook page and news channels WKBN and WTOV
for any snow day updates™*

T e
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www.uticashaleschool.com



| PR-10 PARENTAL CONSENT TO SHARE HEALTH INFORMATION
FOR THE OHIG MEDICAID SCHOOL PROGRAM

CHILD'S INFORMATION
CHILD’S NAME

DATEOFBIRTH __/ /___ DISTRICT NAME  Southern Local {04gda )
Ornfu schguf .dlstriczs have the opportunity to receive federal Medicaid doliars through 2 program called the
Ohio Medicaid School Program (MSP). Through this pragram, school disticls car ieceive Medicaid doflars for
Sérvices loentified in the IEP, such as Spesch, Audiology, Physical Therapy, Ocoupational Therapy, Nursing,
Psychology, Counseling, and Sacial Work services. In the process of billing Medicaid for these services,
biling information must be shared with the Ohio Department of Medicaid. For Medicaid billing purposes,
schools must obtain a one-fime signed :ragtal Conseni o Share | lealih Infonnation e Ohio Saioul
Wedicaid rograny, After this one-time written consent, you will recsive an annual notice of this consen.

Schaols request this consent for all students who receive special education sarvices, even siudents who inay
not be currently eligible for Medicaid. Some health information shared is specific to your siudant, while ofha;
information is related fo all students within the entire school district. Schools can uss this health information to
help reduce special education costs that the district must deliver pursuant to the individuals with Disabilities
Education Act (IDEA). This siudent specific health information is protected and will be accessed only by

people authorized to do so by the school's Medicaid coniract.

to withdraw your consant at any lime (34 CFR Pari 89 and Fart

Your consent is voiuntary You have the right
0t be reguired fo

300.) You are nol required to ensait in Msdicaid. If your school does bill Medicaid, you will n
incur any out-of-pockel expenses such as s deduclible or co-pay, decreased lifelime coverage, increased
premiums or the discontinuation of benefits, or result in you paying for services, If a bill or Explanation of
Benefits (EOB) is received, you are not required to cover any cost for schookbasad services.

Regardless of whethe: vou grant consent, refuse consent, or revoke your consent, your child will still be
provided with an evaluation andfor the services as identified by the IEP team at no cost to you.

l'understand and agree to give permission to share my child's specific health information in order for the

school to access Medicaid, *

____ 1 da not give permission to share my child's specific health information in order for the schoo! to ac0ess
Medicaid.

Parent (printed) Name

Date / /

Parent Signaiure

* Signing this consent allows Haalthoare Silling Services to submit all claims not older than 365 days from date signed.

0ass cova Haalthc o: illing Services, ine. at (T40) 639-4298 with quastions ¢ 7 gl yo g hioured g

peusonal «ro v thagl o dow




ALY DCyIUviL W) risgitiicure
“Helping Kids - Haaling Families”
711 Belmont Avenue, Youngstown, Ohio 44507 * phone 330.793.2487 * fax 330.743.5748

SCHOOL-BASED CONSULTATION SERVICES PARENT/GUARDIAN PERMISSION FORM

1. Whatis Alta Behavioral Healthcare’s schooi-basad behavioral consultation sarvice?
a.  Clinical and Behavioral Cansultants provide services for sturents who are experiencing school problems, frisn
other issues that can interfere with their lea roing. The overall gual of the service is to improve the students’ mathads of dealing witt
problems and/or learning alternative coping skills, so that they can achieve academic success.

b.  Studentsmay be sbserved, consultad with the teadien, seun i vidually for skili building (l.2., coping skills, social skills), or seen in a groug
format. This will typically be limited to 2-3 visits. If mora visits are necessary, we may recornmend formal counseling services

Formal counseling can be nbtainad by specifically ren esting ann ronsanting o a ceparats diagnastic acsessmant, Farma

i

ces may be
recommended tor students who have ongoing neads and may need other services offered by Alta Behavioral Healthcars such as case
managerment, psychiatric, peer support and family counseling.
2. When and where will Alta Behavicral Hezlthcare's school-based services taks place?
B Services will be pruvided ol Uie school, duting tie day.
3. Who will receive Alta Behavioral Healthcare's school-based services?

8. Only students who are identified by school staff (teacher, principal, guidance couns=lor, intervantion teain masting) the Alta staff, or you, the

parent/guardian, will receive services once permission is given on the form below.
4. Will giving my permission resuit in any charges or costs tc me?

a. No, the school based behavioral consultation services are primarily paid for through the Schol
occur. Yes, if your child is recommiendad to begin farmal tounseling and you proceed to engage in the diagnostic a srnent process as nated
in lc. The Alta consultant will discuss this with vou.

5. How will | know if these services are needed or will begin?

a.  Your child's teacher, schoel counselor, or the Alts staff person will contact you before baginning, You can also make a request,
6. Will my child’s privacy and confidentiality be maintained?

a.  Yes, except if your child raises concern abaut his or her safaty to self or others.

0is and no out of pocket expenses to you will

If you are interested in having school-based behavicral consultation services provided to your child by Aliz Behavieral Healthcare
staff, please sign this permission form in Section 1 below.

if you do not give permission for school-based behavioral consultation services to ba provided te your child by Alia Behavioral
Healthcare, please sign the “Refusal” in Section 2 below.

Section 1.
Yes, | grant my permission for my child to participate in Alta Behavicral Healthcare's school based behavioral consultation

service if such services are determined to be needed for my child. | understand that these services may include cbservation,
consultation with teacher, individual, and/or group services.

Stude-nt’s Name Bate of Birth Name of Schoaol
Signature of ?’_arent/Legal Guardian Date Phone #
Student’s Signature Date Printed Name of Guardian

Section Z. (Refusal) ' . '
No, | do not give permission for my child to have school based behavioral consultation services provided by Alta Behavioral

Healthcare staff.

Child’s Name ' Date of Birth

Name ofngg:hcml

Signature of Parent/Legal Guardian Date




Important Enroliment
Required Documentation

When enrolling vour siudent, please ensure Vou provide
the following documenis and or copies of reguired
documents to Ms. Reed. You can email them to her at
Jocelyn.reel@uticashaieschool.com or bring in the
physical copies/original documents when enrolling your
student. These documents are REQUIRED and must he
turned in prior to and or during enroliment.

« Birth Certificate

» Social Security Card
o Proof of residency (a bill or Iease agreement of the
stutent and or parent/guardian with the name and

address present.

If you have any guestions piease email/call Ms. Reed at:

locelyi.reed@uticashaleschool.com
(3301 942-4812
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Community Actlon Rural Transit Svstem

2027
S .

Nata: Necember 2
Re: CARTS Code of Conduct and Disciplin
t'rom: Shayi Chick, CARTS Tr ansportation Director
To: CARTS Rider wnd far | naal (.r,l..ll‘dm.ﬂ

To whom it tay concern

+f 1
the

e EX 80
‘r

Greetings. [ any reaching ocut to ¥ou to seind a ien ot
an our vehicles specifically by some of the students that are & anss
going to be enforcing cur polic
what to expect.
Pizase referio our Code of Ot
Seatbelts MUST be worn at all times,

Riders must remain upright in their seats, with their feet oi: the oo,

No use of tobaceo products or electric cigarettes is allowed.

No plaving music unless hes 1 hune‘«:ri—_*ﬂrbuds are heing usad, ’
Mo yelling, singing, or other distractions.

No eating ar drinking is allowed on vehicle

Mo objects dafined as, or intended to be used as, an Hlagal w
Drugs are strictly prohibited on the vehicls -m-.zadinﬁ' warn
No damaging, vandalizing or destroying the vehicies.
Windows nust remain up at all times.
The use of obscene. profane or indecent ianguage is prohibitad.
No inappropriate behavior,
- No racial or homophobic slurs.

refusing to follow the above code of conduct or other reasonable directions ar :
~elate to the safety and security of passengers, wili result in riding privileges c.e,ﬂg suspen
avlicy for conduct may be adjusted based on the severity or the amouar of complainis veceive
= The first offense is 3 davs off the hus.
The second offense is 10 days off the bus.
The third offense is 30 days off the bus.
» The fourth oifenss is off the bus for the remainder of ‘1 school year.
Che driver shall make 1 request for the prohibited hehavior to stop. if it does not, the deiver W.LL stap
und contact the office for further assistance, The supervisar may call the police and haw th{ studeant s
Liseover that the student is responsible for vandalizing our bus we will be contact
student and/or legal guardian. In addition, the drivers may: ride with the interior !ig‘;'-.ts o1, assign sa
top to randomly check that seatbelts are being used, or other nacessary methods Lo e : that the cod

'nkw ed by all riders. Phone calls will no fonger be made teo inform you tha the bus is vour hat
iutside and waiting for the bus 15 minutes prior to the pickup time you receive the night before. if yvou ars not out there waiting,
«u will be marked a us-show. Drivers will wait a magimum of S m innces, and move on.

and return ftto the CARTS driver. Ifwe do not

is sighed. Showd veu

s and codio of condnct Baa

WL winle rig]

vahicle in & safe area
Snould we

RN K I e 15 T i
£ 2 DUk for repait’ ta tne

HLing ac

Liders and their Jegal guar du_m will need o sign the attached code of conduct

fuct we will cease transportation until the code of conduct nave any

oeeive the signed code o
jusstions please concach me,




RITIETS mUst remain uprignt in thelr seats, with their feat on the fioo,

ttes is alis el

r‘i'_:

A i A W )ik B il il R T
Mo use of ioba 2CL0 umCILn, Lo OF 810 J9NC OHEdl
! b o P T - nir L s ERUNES: Lo - A ey )
MO piaymg MUsic unless head .k}hz’.;‘::db,."c??}! QUds are bair 15 used.

Mo yelling, singing, o1 ulher distractions.

Ll Rt pen T o o e | e I T S
MO eating o Jf'hif{;ﬁg (5 aliowed o venicle,

MG objecis defined as, or intended 1o be usad : as, an ilsgal was

e ORI, U8 R S - it Ml pbran o iy
ety proninited on the vehicle, including mar jjuanz.

Mo damaging, vandalizing or desiroving the vehicies,

Windows must remain up at all times.

The use of obscene, profane or indecent ian;
Mo inappropriate behavior.

No racial or homophobic slurs.

I agree to foliow the above code of conauct oy
given oy my driver. | understand not deing so will result in riding privileges being
suspended or terminated. | understand that not folicwing the Cade of Conduct may

result in the police being called. | understand that if | vandalize th

responsible Tor paying for the repairs.

Print Mame, Student Signature, Student Date

Print Name. Guardiar Signatuire, Guardis; Dat
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Utica Shale Academy
2025-2026 Calendar

= W o= ARl oaead

Testing Calendar
September 2-5 STAR Testing
November 10 - November 21 EOC Testing
Dec 8-19 CTE Testing
January 26-27 NCCER/NC3 Testing
March 16- March 27 EQC Testing

April 17-May 1 STAR Testing / WebXams
21 May 26 Graduation
May 29 Last Day of Class

All Snow days will be made up at the next friday

January 5th- PBIS Pizza Party

11

M

Janudry 2026
T | W

[ Elul Yy IWITIE] B
1 B T

February 2026

Feb 9 - 13 Senior Graduation Checkins 20 March 2026
17 -m---- S
EACH Student is expected to achieve 1.5 Credits per Unit 17
16 October 31 End of 1st Unit
January 16 End of 2nd Unit
March 20 End of 3rd Unit
26 | 27 | 28 | 29 30 \
May 28 End of 4th Unit c
15
10

Regular School Days

- State Testing Days
| Teir 3 Days

|- Graduatian




