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MILFORD HIGH SCHOOL 
 

Regulations Governing Random Drug Testing for Students 
Participating in Athletics and Extra-Curricular Activities 

 
STATEMENT OF NEED AND PURPOSE 

 
“The Milford Exempted Village Board of Education recognizes its share of responsibility for the health, welfare and 
safety of the students who attend the District’s schools. The Board is concerned about problems of alcohol and drug 
abuse and recognizes that illegal or inappropriate use of alcohol, narcotic drugs, depressants or other controlled 
substances is wrong and harmful and constitutes a hazard to the positive development of all students.” (MEVSD 
Board Policy JFCH/JFCI) 
 
The Board authorizes the Superintendent to develop a comprehensive program that will promote the establishment 
and maintenance of a drug free school. At Milford High School, the comprehensive program includes the following: 
 *Classroom prevention presentations *Student support groups led by staff 
 *Law enforcement displays *Public awareness brochures to parents 
 *Newsletter articles to parents and staff *Random drug searches by canine units 
 *Random student locker searches *Random breathalyzer at school events 
 *Random student drug testing *Training for staff 

*Teen counseling presentations to younger students 
 

RANDOM STUDENT DRUG TESTING (RSDT) 
 

The purpose of random student drug testing is to: 
 Encourage athletes and members of clubs/organizations to make a commitment against drug use; 
 Give each student an effective tool against drug use; 
 Ensure the health and safety of all students; and 
 Deter drug use by all students. 

 
Students who will be subject to random drug testing fall under one of the following categories: 

 Athletic groups (school sponsored, interscholastic competition, OHSAA governed, AD 
supervised#) 

 Academic Team, Baseball, Basketball, Bowling, Cheerleading, Chess Club, Cross 
Country, Dance Team, Diving, Football, Golf, Pinnettes, Soccer, Softball, Swimming, 
Tennis, Track & Field, Volleyball, Water Polo, and Wrestling## 

 
 Extracurricular activities (voluntary, no grade/credit awarded, approved by administration, 

privilege, competitive, local/state/national rules & regulations#) 
 Drama, French Club, Hi-Y (Youth in Govt.), Jazz Band, L.E.A.F., National Honor 

Society, Pep Band, P.S.I., Student Council, Teen Counseling, Winter Guard, Winter 
Percussion## 

 
 Students who volunteer for the program 

 
                #Activity does not have to meet all of the criteria              ##Titles may be added or deleted at any time 
 
DRUGS TO SCREEN:* 

~Amphetamines   ~Alcohol  ~Barbiturates 
~Marijuana ~Ecstasy  ~LSD 
~Cocaine ~Methamphetamine  ~Methadone 
~Opiates ~Anabolic Steroids  ~Phencyclidine 
~Methaqualone ~Benzodiazepines   ~Propoxyphene 
                              *Note - Listed are drugs that may be screened   
                                  - Other drugs may be added to the list 
   

KINDS OF TESTS:      Urine specimen                 Breathalyzer  
 
 
FUNDING: Grant monies to implement the program are provided through the U.S. Department of Education’s 

Office of Safe and Drug-Free Schools        
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PROCEDURES: 
1. Parents will sign a two-sided consent form giving permission for the student to participate in a random drug 

testing program. 
2. Signed consent forms are kept in a locked facility in the program administrator’s office. If a student is 

selected for random drug testing, Bethesda Healthcare will keep a copy of the consent form. The consent 
form is destroyed at the end of the school year or if the student transfers to another school.  

3. Students participating in the random drug testing program are assigned numbers and a computer algorithm 
randomly selects numbers.  A student’s number could be selected more than one time during the school 
year. 

4. The program administrator matches the number with a student name. 
5. Each student is summoned to the office by a hall pass. An administrator escorts the student to a private 

testing area where the individual student drug screen is collected by Bethesda Healthcare personnel. 
6. Bethesda Healthcare personnel will obtain copies of the signed consent form from the program 

administrator and inform the student of the collection procedure.   
a. A student must provide a urine specimen within 3 hours of arriving at the designated testing area.  

Failure to comply will result in a positive test. 
b. If a student refuses to provide a urine specimen, he or she is subject to the same consequences as a 

positive test.   
7. The urine specimen is collected by Bethesda Healthcare personnel. If the sample meets acceptable criteria, 

it will be divided into two (2) samples, sealed, and sent to the laboratory with the laboratory custody and 
control form.  If a breathalyzer is administered, it will be tested on site. 

8. An administrator informs the parents/guardians that their student has been randomly selected for drug 
testing. 

9. The student returns to class with a hall pass. 
10. A representative from Bethesda Healthcare notifies the school superintendent of the results. The 

superintendent informs the program administrator of the results. 
11. All drug screen results are considered confidential information and will be handled accordingly. Drug test 

records are kept separate from other records. Information on drug test results is shared with school staff on 
a “need to know” basis. Drug screen results are destroyed upon a student’s graduation or withdrawal from 
school (Reference: FERPA and PPRA). 

12. A school administrator contacts the parents/guardians and the student to inform them of the drug screen 
results.  A copy of the screen results will be mailed to the student’s residence in a timely manner.  If the test 
is negative, the student continues in the activity. If the test is positive, the administrator will discuss 
reinstatement proceedings.  

13. Students with positive test results are referred to the student assistance program for available resources and 
support.  

14. Appeal Process – A student who tests positive has the right to ask for the testing of the second specimen by 
a different lab (chosen by Bethesda Healthcare) at the student’s own cost of $200. 

a. Student must submit request and money (cash, check – payable to Bethesda Healthcare, or money 
order) to the program administrator within one week of receiving the initial notification of the 
positive test result. 

b. During the appeal process, the student still follows the consequences of a positive test result. 
 

CONSEQUENCES FOR POSITIVE DRUG TEST RESULTS: Consequences shall be applied per board policy 
for all groups (athletic and extracurricular) in which the student is an active member. 

 
A task force has been in existence at Milford High School since the 2003-2004 school year.  The task force is 
composed of representatives from the school and the community and is assigned the task of evaluating the 
effectiveness of the drug free program, monitoring the student drug testing program, providing feedback to the 
school administration and the board of education, and suggesting necessary revisions.  
 
The task force is composed of individuals representing the following groups or organizations: 
 *Parents *Students *Coaches/Advisors 
 *Law enforcement  *Drug treatment agencies *Health care agencies 
 *Administrators *Communications Crd. *Counselors 
 

CONTACTS FOR QUESTIONS/COMMENTS 
 

Raymond Bauer, Principal  bauer_r@milfordschools.org  831-2990 
Tom Willson, Asst. Principal willson_t@milfordschools.org  831-2990 
Mark Trout, Athletic Director trout_m@milfordschools.org  576-2208 
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YOUR PATIENT RIGHTS AND RESPONSIBILITIES 
 
Welcome to TriHealth and thank you for choosing us to be your healthcare provider.  By talking to your caregivers 
and actively participating in the planning of your care, you will help make sure the care you receive respects your 
desires, dignity and values.  There rights and responsibilities apply to the adult patient and also include the infant, 
child, and adolescent patient as well as their parents or guardians. 
 
AS A PATIENT, YOU HAVE THE RIGHT: 
 
 To receive a written statement of your patient rights and responsibilities before receiving treatment and care. 
 To be treated in a considerate and respectful manner, affirming your personal dignity, in a care setting free of 

all forms of abuse and harassment. 
 To be free from any form of discrimination based of race, color, religion, gender, age, national origin, sexual 

orientation, disability or method of payment. 
 To be informed of TriHealth policies, procedures, rules and regulations that apply to your care. 
 To have access to TriHealth policies regarding ethical business practices. 
 To have reasonable requests for services honored that are within TriHealth’s capacity and mission. 
 To have a safe and clean environment during your stay. 
 To information about pain, assessment of your pain and a concerned staff committed to your management of 

pain. 
 To personal privacy, any discussion, consultation, examination or treatment regarding your care will be 

conducted discreetly. 
 To have all communications and records related to your care kept confidential according to TriHealth’s policies 

and procedures. 
 To have special needs met at no charge to you such as an interpreter to help you communicate. 
 To have a family member or representative of your choice and your primary care physician informed promptly 

of your admission to the hospital. 
 To know the name and role of your caregivers, including your physicians who provide service to you. 
 To take part with your physicians and other health care providers in planning your health care and treatment, to 

have your family or representative involved in care and treatment decisions when appropriate. 
 To request a second opinion from another physician. 
 To receive complete and current information about your diagnosis and prognosis in words you can understand. 
 To receive a full explanation of a procedure or treatment in terms you can understand.  The explanation should 

include: 
 a description of the procedure or treatment and its purpose; 
 the possible benefits; 
 the known serious side effects, risks or drawbacks; 
 problems related to recovery; 
 the likelihood of success; 
 alternative procedures or treatments; 
 estimated costs – particularly expenses that will be your responsibility. 

 To accept or refuse any procedure, drug or treatment and to be informed of the possible consequences of 
either decision. 

 To consent to or to refuse care that involves research, experimental treatments or educational projects. 
 To have open communication with family and friends or a clear explanation of why communication is restricted. 
 To have your stated personal, cultural and spiritual values and beliefs considered and supported; and to have 

access to pastoral care and spiritual services. 
 To make advance directives regarding your medical care; to appoint someone to make decisions for you if you 

become unable to do so; and to have your living will and/or durable power of attorney for healthcare honored. 
 To make requests and decisions about limiting or withdrawing life-sustaining treatment when in agreement with 

clinical, legal, and ethical guidelines, and to know there are hospital policies and procedures which address 
organ and tissue donation. 

 To request consultation regarding ethical issues concerning your care with the Ethics Committee and/or other 
appropriate people. 
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 To have access to protective services such as guardianship, child or adult protective services. 
 To be free from any form of restrains (physical restraint or drug being used as a restraint) that is not medically 

necessary or is used as a means of coercion, discipline, convenience, or retaliation by staff. Seclusion or 
restraints may only be used in emergency situations, if needed, to ensure the patient’s physical safety and only 
after less restrictive intervention has been ineffective. 

 To have access to the information in your medical record within the limitations of hospital policy. 
 To be transferred to another facility only after receiving complete information about the need for and 

alternatives to such a transfer.  The facility to which you will be transferred must first accept the transfer. 
 To be informed by your caregiver about continuing health care you will need and alternatives for meeting those 

needs after you are discharged from the hospital for treatment. 
 To obtain information regarding any relationship that may exist between a TriHealth service and any agency or 

service to which you may be referred. 
 To complain or file a grievance concerning your care without fear or retaliation or penalty, and to have your 

complaint or grievance reviewed and acknowledged, and receive a resolution in a timely manner. 
 To have an itemized bill provided upon your request. 
 
YOUR RESPONSIBILITIES AS A PATIENT INCLUDE: 
 To provide to the best of your knowledge complete information about your symptoms, past illnesses, 

medications, including information about your pain and its treatment, and other matters relating to your plan of 
care. 

 To ask your physician or nurse what you can expect regarding pain and pain management. 
 To cooperate with your physicians and staff in their diagnosis and treatment. 
 To ask questions when you do not understand the explanation about your care or services. 
 To be responsible for your actions if you refuse treatment or do not follow the physician’s instructions. 
 To provide the hospital a copy of your advance directives, or DNR Comfort Care or CNR Comfort Care Arrest 

information, if you have one. 
 To provide insurance and/or financial information regarding who will be responsible for the bill. 
 To respect the rights of other patients and TriHealth personnel and follow the organization’s policies. 
 
A recorded version of these rights and responsibilities may be heard by calling 872-4620.  A copy of the complete 

corporate policy, or a copy of this handout is available in Braille and various foreign languages through the 
TriHealth Patient Relations Department. 

 
If you have questions regarding specific rights, advance directives or wish to voice a complaint/grievance, 
you may contact one of the TriHealth Patient Relations Departments at the following numbers: 

Bethesda North Hospital:  745-1115                                        Good Samaritan Hospital:  872-2582 
 
The Ohio Department of Health is available to assist you with your complaint/grievance.  They can be 
contacted at: 

The Ohio Department of Health 
246 North High Street 

Columbus, Ohio  43215 
1-800-342-553 TDD:  1-614-752-6490 

 
If you would like to contact the Pastoral Care Department in regards to your emotional or spiritual needs, 
please call: 

Bethesda North Hospital:  745-1175                                        Good Samaritan Hospital:  872-2281 
 
If you would like to have a consultation with the Ethics Committee regarding ethical issues concerning 
your care, please call the hospital operators and your call will be directed to the appropriate member of the 
Ethics Committee. 

Bethesda North Hospital:  745-1111                                        Good Samaritan Hospital:  872-1400 
If you would like additional information regarding TriHealth Services, please call 

TriHealth Referral Line:   569-5400 
 

Bethesda North Hospital TDD:  569-5001                                        Good Samaritan Hospital TDD:  872-1902 
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 Bethesda Care Eastgate/ Onsite Mobile Unit 
Phone:  513-752-3695 
Fax: 513-752-3039 

  

    

STUDENT REGISTRATION 
 

Occupational 
Medicine  
Centers 

 
STUDENT: ________________________________________________________________________________________________ 
                         (First Name)   (Middle Initial)   (Last Name)  (Jr, Sr, II, etc.) 

ADDRESS: ________________________________________________________________________________________________ 

CITY: _______________________________________________________    STATE: _______________     ZIP:_______________ 

SOCIAL SECURITY # (OPTIONAL): __________  -  __________  -  __________    

BIRTH DATE: _____ /_____ / _____  AGE: _________           SEX:    MALE  FEMALE 

HOME PHONE:  (________) __________-____________            

COMPANY REQUESTING SERVICES:  Milford Exempted Village School District 

REASON FOR TODAY’S VISIT: Random Drug & Alcohol Screen (09-10 School Year) 

ID CONFIRMED: 

  PHOTO ID          COMPANY 

 
  GENERAL CONSENT FOR TREATMENT, MEDICAL EXAMINATION AND SERVICES 

AND RELEASE OF INFORMATION 
 I do hereby voluntarily agree and consent to treatment, performance of a medical examination and/or services within any Bethesda Healthcare, Inc. Occupational Medicine 

Center or Work Capacity Service (the “Centers”), including those referenced on the front page of this form.  During the treatment, medical examination, and/or services, I 
permit the Centers and their employees, students in health care training programs and all other persons treating and/or examining me to perform the treatment, examination 
and/or services in ways they deem appropriate.  I understand that the practice of medicine is not an exact science and acknowledge that no guarantees have been made to me 
as to the result or accuracy of the treatment, examination and/or services.   

 I will inform the staff of any special needs I may have during any treatment, examination, and/or services.  
 I understand that the Centers will not be responsible for the loss or damages of my personal property during the treatment, examination and/or services performed at the 

Centers.  
 If the purpose or one of the purposes of my visit is to seek a medical examination or service that is authorized and paid for by my employer or future employer 

("Employer"), I understand that: (a) the Centers have an agreement with the Employer to perform the medical examination or service for a fee, (b) physicians performing the 
examination or service are acting as agents of the Employer, (c) the Employer is paying for the examination or service, (d) the purpose of the examination or service is as 
identified on the front page of this form; (e) physicians performing the examination or service are not obligated to provide treatment or discuss treatment options with me 
respecting any condition discovered during the examination or service or monitor my health condition on a continuous basis; it is up to me to seek appropriate follow-up 
care for my condition, which can be provided at a Bethesda or Good Samaritan facility; and (f) the medical examination or service will be performed objectively by the 
staff.   

 I consent to the release of all records and accounts generated or maintained at any of the Centers to the Employer as specified on my “Authorization for Use or Disclosure of 
Protected Health Information” form, including medical information, medical history and the results of tests or examinations performed at the Centers.  The scope of the 
consent covers information regarding treatment of drug or alcohol abuse, drug-related conditions, alcoholism, and/or psychiatric/psychological condition and/or 
psychiatric/mental health treatment and/or HIV related conditions to the extent such information is contained in the records and accounts generated or maintained at any of 
the Centers.  

 I consent to the release of all records and accounts generated or maintained at any of the Centers if necessary to obtain payment for the treatment I received, and/or the 
medical examination or services performed at any of the Centers.  

 I understand that the Centers have no knowledge or control of nor influence over and shall not be held responsible for the Employer's use or further disclosure of 
information released by the Centers pursuant to this consent. 

 A copy of the Patient Rights and Responsibilities has been provided for me.  
  

The above has been fully explained to me and I certify that I understand the contents of this consent. 

The patient is unable to consent because: Student is a minor 

I, therefore, consent for the patient: Parent/Guardian               
                                                                    

X__________________________________________  ________________________________ ___________________ 
Signature of student or student’s representative (if a minor) (Witness)                  (Date/time) 
 

 
 I have received a copy of the Centers’ Notice of Privacy Practices (“Notice”).  I acknowledge and agree to the terms in the Notice.  

Student or Parent (if a minor)  Signature: X ________________________________________________            OVER→ 
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 Bethesda Care Blue Ash 
     Phone: 513-791-4040 
     Fax: 513-791-2916 
 
 Bethesda Care Queensgate 
     Phone: 513-241-4135 
     Fax: 513-241-6510 
 

 Good Sam Occupational Health 
     Phone: 513-872-2875 
     Fax: 513-872-2860 
 
 Bethesda Care Sharonville 
     Phone: 513-563-1505 
     Fax: 513-769-4776 
 

 Bethesda Care Eastgate 
     Phone: 513-752-3695 
     Fax: 513-752-3039 
 

 Bethesda Care Norwood 
     Phone: 513-731-3399 
     Fax: 513-731-2882 
 

 Bethesda Care Arrow Springs 
     Phone: 513-282-7075 
     Fax: 513-282-7076 
 

 
Occupational 

Medicine 
Centers 

 

AUTHORIZATION FOR USE OR DISCLOSURE 
 OF PROTECTED HEALTH INFORMATION 

I, ___________________________________ (student name), hereby authorize Bethesda Healthcare, Inc. to use and/or disclose my 
individually identifiable health information maintained by the Center/Service marked above as described below: 

The following individually identifiable health information may be used and/or disclosed.  Check ( )  all that apply: 
 All Records  Immunization (shot) Record          Consultation Reports 
 History and Physical Records  Discharge Forms                            Physical Therapy Notes 
 Results of Physical Examination Form  Emergency Treatment                    Billing Records, including Itemized Statements 
 Reports of Tests and X-rays  Progress Notes                                Other: Drug Screen Results (09-10 School Year)

       

Dates of Treatment/Medical Examination or Service to be released.  Mark (X) only one box. 
 
 All treatment/examination dates  Other (please specify):  _________________________________________________ 

I authorize the following person(s) or organization to receive the information: 

Name/Organization: Dr. Robert Farrell / Superintendent – Milford Exempted Village School District                                                 

Street Address: 777 Garfield Ave. 

City, State, and Zip Code: Milford, OH 45150 

I authorize the release of any information contained in the records checked above including treatment of drug or alcohol abuse, drug-related 
conditions, alcoholism, and/or psychiatric/psychological condition and/or psychiatric/mental health treatment and/or HIV related conditions.  

Reason or purpose for the use and/or disclosure of the information:  Drug & Alcohol Screen Results for 2009-10 school year. 
 
Your Refusal to Sign this Authorization:   

 The Staff may not condition treatment on whether or not you sign this Authorization.  If you refuse to sign this Authorization, the Center 
will not withhold treatment from you.  

 If the purpose of performing the medical examination or service is solely to create information for disclosure to a third party (such as 
your employer or prospective employer), the Staff has the right to and will condition the performance of a medical examination or 
service on whether or not you sign this Authorization.  

Re-disclosure:  I understand that the information used and/or disclosed pursuant to this Authorization may be re-disclosed by the recipient of 
the information without my authorization and may no longer be protected by Federal law.  However, if the information disclosed pursuant to 
this Authorization includes alcohol or drug treatment records, the person(s) receiving such disclosure is hereby notified that this information 
has been disclosed from records protected by Federal confidentiality rules (42 CFR Part 2).  The Federal rules prohibit such person(s) from 
making any further disclosure of this information unless further disclosure is expressly permitted by the written consent of the person to 
whom it pertains or as otherwise permitted by 42 CFR Part 2.  A general authorization for the release of medical or other information is NOT 
sufficient for this purpose. The Federal rules restrict any use of the information to criminally investigate or prosecute any alcohol or drug 
abuse patient. 

Expiration:  This Authorization will expire:  Once purpose stated above is served  ____________ (date)  _____________ (event) 

Revocation:  I understand that I may revoke this Authorization at any time by notifying Bethesda Healthcare, Inc. in writing by sending a 
letter to the address of 11129 Kenwood Road, Cincinnati, Ohio, 45242, addressed to the Privacy Coordinator, or completing the Revocation 
and Confidentiality Request.  I understand that if I revoke this Authorization, it will not affect any actions that the Staff has taken before they 
received my revocation letter. 

X__________________________________________________________   ________________________ 

      Signature of student or student’s representative (if a minor)    Date 

X__________________________________________________________   ________________________ 

       Printed name of student’s representative, if applicable     Relationship to Student 
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