
SCHOOL-BASED HEALTH CENTER PERMISSION FORM 

*Please complete/sign this form in order for your child to receive services at the School-Based Health Center*
STUDENT/PATIENT INFORMATION:

Student’s Name  







       Sex    Female (    Male (



Last                              
               First                              M.I.

Home Address  




    City: 

                    
   Zip Code: 



Date of Birth  
    /        /
     Grade 
      Social Security #  




CHILD’S ETHNICITY:     Hispanic/Latino: Yes (       No (
CHILD’S RACE:  Black or African American (     White (     Asian (   American Indian or Alaskan Native (


  Native Hawaiian/Other Pacific Islander  (        Other  (           Unknown  (  

PARENT/GUARDIAN INFORMATION:

Mother  




        
      Father  






Address 




                  Address 






Home Phone 

         Work 

                  Home Phone 
              Work 
    

 

Cell  






     Cell  




Email 






     Email 






Parents:     Married  (       Divorced  (       Separated  (       Mother Deceased  (        Father Deceased  (  

Emergency Contact (please note how the person is related to your child)

Name 




   Phone  


  Relationship 





Household Members (please check all that apply)
Mother (       Father  (        Step-Mother  (        Step-Father  (      Foster Parent  (     Brothers  (      Sisters  ( 

Other Family Members  (       Non-related Adults  (        Non-related Children  (             

HEALTH CARE PROVIDER: 
Primary Care Physician  
                    
   

  Phone # _______________________________

Dentist  






  Phone # _______________________________

Pharmacy  






  Phone # _______________________________
INSURANCE TYPE:   (please check box and complete the attached Insurance Form)

HUSKY A  (        HUSKY B  (        STATE MEDICAID  (      PRIVATE/COMMERICIAL  (       UNINSURED  (
Does your child qualify for the free or reduced school lunch program?     Yes  (      No  (     Unsure  (
I give permission for my child to obtain all services offered at the School-Based Health Center at Wooster Middle School.  I understand that all the services provided to my child are Confidential except in life-threatening emergency situations and in accordance with the law.  I authorize the release of health information in the school health record at Wooster School to the Health Center staff.  I give Health Center staff permission to communicate with the school nurse, guidance counselor, school social worker, my child’s health care provider, and forward health information to ensure the best care for my child. This permission form can be rescinded in writing at any time.

*Parent/Guardian Signature 





Date  



I acknowledge that I have received a copy of the “Privacy Notice” for the Health Center and understand that I may contact the Health Center if I have questions about the content of this notice.

*Parent/Guardian Signature 





Date  



In order for the School-Based Health Center to continue to be partially funded by the Federal Community Development Block Grant Program (CDBG), certain household and participant information is needed. Please provide the following information. All information collected from this form will be kept confidential and will appear only as summary statistics about the program for continued CDBG funding.  Names are not released and no one will be identified when providing this information.

1. Please note below the income range for your household by checking the box to the left of the appropriate annual household income range.  Please include income from all household persons 16 and over who are not in school.

	
	Income Range

	
	     $20,800 or less

	
	$20,801 - 23,400

	
	$23,401 - 26,000

	
	$26,001 - 28,100

	
	$28,101 - 30,200

	
	$30,201 - 32,250

	
	$32,251 - 34,350

	
	$34,351 - 34,650

	
	$34,651 - 39,000

	
	$39,001 - 43,300

	
	$43,301 - 46,800

	
	$46,801 - 50,250

	
	$50,251 - 51,550

	
	$51,551 - 53,700

	
	$53,701 - 57,200

	
	$57,201 - 58,000

	
	$58,001 - 64,400

	
	$64,401 - 69,600

	
	$69,601 - 74,750

	
	$74,751 - 79,900

	
	$79,901 - 85,050

	
	$85,051 or more


2.   Number of persons living in student’s household including student: ________

3.  Is this a female-headed household?  Yes________    No_________

WARNING:  Section 1001 of Title 1B of the U.S. Code makes it a criminal offense to make willful false statements or misrepresentations to any Department or Agency of the U.S. as to any matter within its jurisdiction.  It is a criminal offense to make willfully false statements or misrepresentations on this form and may be grounds for denying services and participation in this program.

STUDENT’S MEDICAL AND BEHAVIORAL HEALTH HISTORY:

Please answer the questions below as they pertain to student’s physical and mental health.  If “YES”, please explain.

Y (
N (
Allergies to food, medicine, or other:  









Y (
N (
Taking medications regularly (list medication and dose):  






Y (
N (
Hospitalizations/surgeries (list event and date):  







Please check box and explain if your child has a history of the following:

(  Heart Problems
(  Heart Murmur
(  Seizures


( Chicken Pox (Year: 

)
(  Headaches

(  Migraines
  
(  Skin Problems/Rash

(  Allergies (environmental)

(  Asthma

(  Diabetes

(  Ear Infections

(  Musculoskeletal Problems

(  Stomach Problems 
(  Weight Problems
(  Dental Problems/Needs
(  Other

Explain:  














Female Students: 

Has your child begun menstruating? Yes (   No (  If not, have you discussed menstruation with her?  Yes (  No (
Please check box and explain if your child has a history of the following:

(  Anxiety

(  ADHD/ADD

(  Behavior Problems

(  School Attendance Problems

(  Worrying

(  Fighting

(  Tantrums


(  Depression/Sadness

(  Academic Failure
(  Sleep Problems 
(  Alcohol/Drug Use

(  Eating Disorders

Explain:  






























Y (
N (   Is your child currently in counseling?  Therapist/Provider:  






Y (
N (   History of counseling:  Dates:  













        Therapist/Provider:  








Please check box if your family has a history of the following

(  ADHD/ADD     (  Alcohol/Drug Use     (  Depression         (  Other Mental Health Problems
Please note any concerns that you would like to discuss with the School-Based Health Center staff:

INSURANCE INFORMATION

(Please fill out completely)
If possible, please provide a copy of your current insurance card

CHECK APPROPRIATE BOX (please fill in all required information)
( No Insurance Coverage    (CALL HUSKY  INFOLINE @ 1-800-284-8759) 
HUSKY PLANS













 Aetna Better Health:  Husky A  Husky B      Child’s ID # 




 AmeriChoice:  Husky A  Husky B        Child’s ID #       



 
 Community Health Network:  Husky A  Husky B     Child’s ID #       




 Title 19 State Medicaid 
Child’s ID #       







************************************************************************************************

 Employer or Other Insurance Coverage (fill in below)
PRIMARY INSURANCE 

Insurance Company Name 
   



Plan Name 





ID#  
                   


           Group #            

 
   

Claims Address    











Policy Holder’s Name                                         Policy Holder’s Date of Birth 


                                                                                                                                                        

Policy Holder’s Address  









_____

SECONDARY INSURANCE (If student is covered by two insurance plans)

Insurance Company Name 
   



Plan Name 





ID#  
                   


           Group #           

 
  

Claims Address    












Policy Holder’s Name                                             Policy Holder’s Date of Birth 


                                                                                                                                                        

Policy Holder’s Address  










   

I authorize Wooster School-Based Health Center (Health Haven) to bill my insurance carrier for any covered services. I give permission for the release of information to my insurance company regarding treatment of services for the purpose of billing. I authorize insurance payments to be made directly to Wooster School-Based Health Center for services provided. I understand that I will not be billed by the School Based Health Center for any service not covered by my insurance carrier.

Parent/Guardian Signature                                           


              Date
PRIVACY NOTICE


THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOUR CHILD MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION

PLEASE REVIEW IT CAREFULLY.

THE PRIVACY OF YOUR CHILD’S HEALTH INFORMATION IS IMPORTANT TO US

The Health Insurance Portability & Accountability of 1996 (“HIPAA”) is a federal program that requires that all medical records and other individually identifiable information used or disclosed by the Health Haven in any form, whether electronically, on paper, or orally, are kept properly confidential. This Act gives you, the patient, significant new rights to understand and control how your personal health information (PHI) is used.

As required by “HIPAA”, the Health Haven has prepared this explanation of how we are required to maintain the privacy of your health information and how we may use and disclose your health information.

Uses and Disclosures of Your Protected Health Information not Requiring Your Consent

We may use and disclose your medical records, without your written consent or authorization, for each of the following purposes: treatment, payment and health care operations.

· Treatment means providing, coordinating, or managing health care and related services by one or more health care providers. An example of this would include a physical examination.

· Payment means such activities as obtaining reimbursement for services, confirming coverage, billing or collection activities, and utilization review. An example of this would be sending a bill for your visit to your insurance company for payment.

· Health care operations include the business aspects of running our practice, such as conducting quality assessment and improvement activities, auditing functions, cost-management analysis, and customer service. An example would be internal quality assessment review.

How We Will Use or Disclose Personal Health Information Without Your Consent, Without Written Authorization Or Without Opportunity to Object

The following are examples of other ways we may use and share your child’s PHI without your consent, written authorization or opportunity to object. These are some examples in which we are required by law to share your child’s PHI.

Required by law

Public Health Activities

Victims of abuse, neglect or domestic violence

Health oversight activities

Legal proceedings

Law enforcement

Harmful or Self-Harmful Activity

We may also create and distribute de-identified health information by removing all references to individually identifiable information.

We may contact you to provide appointment reminders or information about treatment alternatives or other health-related benefits and services that may be of interest to you.

Any other uses and disclosures will be made only with your written authorization. You may revoke such authorization in writing and we are required to honor and abide by that written request, except to the extent that we have already taken actions relying on your authorization.

YOUR RIGHTS

You have the following rights with respect to your protected health information (PHI).

· The right to request restrictions on certain uses and disclosures of your child’s PHI, including those related to disclosures to family members, other relatives, close personal friends, or any other person identified by you. We are, however, not required to agree to a requested restriction. If we do agree to a restriction, we must abide by it unless emergency treatment is necessary or you agree in writing to remove it.

· The right to reasonable requests to receive confidential communications of your child’s PHI from us by alternative means or at alternative locations.

· The right to inspect and copy your child’s PHI.

· The right to request amendment of your child’s PHI.

· The right to receive an accounting of disclosures of your child’s PHI.

· The right to obtain a paper copy of this notice from us upon request.

In order to exercise any of these rights, you will be required to complete a form that we will provide to you upon request.

We are required by law to maintain the privacy of your PHI and to provide you with notice of our legal duties and privacy practices with respect to PHI.

This notice is effective as of April 14, 2003, and we are required to abide by the terms of the Privacy Notice currently in effect. We reserve the right to change the terms of our Privacy Notice and to make the new notice provisions effective for all PHI that we maintain. We will post and you may require a written copy of a revised Privacy Notice from this office.

You have recourse if you feel that your privacy protections have been violated. You have the right to file written complaint with our office, or the Department of Health & Human Services, Office of Civil Rights, about violations of the provisions of this notice or the polices and procedures of our office. We will not retaliate against you for filing a complaint.

Please contact, Greta Roberts, @203-381-6922 for more information.

For more information about HIPAA or to file a complaint:

The U.S. Department of Health & Human Services

Office of Civil Rights

200 Independence Avenue, S.W.

Washington, D.C. 20201

(202) 619-0257

Toll Free:  1-877-696-6775 
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