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SCHOOL- BASED HEALTH CENTER SUPPLEMENTAL

HEALTH SERVICES CONSENT FORM
School- Based Supplemental Health Services are being offered to any Montebello Unified School District (MUSD) student through a partnership between Family Health Care Centers of Greater Los Angeles, Inc. (FHCCGLA) and the Montebello Unified School District (MUSD).  The overall goal is to improve the health and well-being of students so that they can be successful in school.  The health services offered provide quality healthcare in a friendly and familiar school setting at a time that works well for the student and/or family.  We are NOT trying to replace your regular source of healthcare.  School nursing and emergency services will still be provided as always whether or not you choose to take part in these added services.  The information on this Consent form will be shared confidentially with the Health providers at the FHCCGLA School-Based Health Center.
	STUDENT INFORMATION


	Patient/Student Name (First, Middle, Last)

	Parent/Guardian (ONLY if Patient/Student is less than 18 years of age)



	Patient/Student’s D.O.B.:(MM/DD/YYYY)

	Telephone #:(Home   (Cell   (Other:____________

(            )
	Sex: (Male   (Female   (Other




	Home Address:                                (City)                                                       (State)                                         (Zip Code)

                                                                                                               CA


	School Name:

	Student’s Current Grade:




	Race & Ethnicity: (Please check all that apply for the Patient/Student)

                    ( White          ( Black/African American                        ( Hispanic/Latino

                    ( Asian          ( American Indian/Alaskan Native          ( Hawaiian Pacific Islander


	CONSENT FOR HEALTH SERVICES / TREATMENT


	I consent to let the providers at the FHCCGLA School Based Health Center perform the following services/treatment for my child: (check each service below that you want to have available for your child)

	SERVICES
	Parent/

Guardian’s Initials
	SERVICES
	Parent/

Guardian’s Initials

	( Care & treatment for injury/Illness
	
	( Testing & treatment of sexually transmitted  

     infections (STI/STD)
	

	( Physical Examinations (well-child or sports)
	
	( Immunizations (age-appropriate, following the 

      American Academy Pediatrics immunization schedule)
	

	( Substance abuse prevention counseling
	
	( Influenza Immunization 
	

	( Mental/Behavioral Health Counseling
	
	( Tdap Immunization (required for 7th grade)
	

	( Birth control counseling services/
    Birth control
	
	( Pregnancy Testing
	

	To be referred to the Bell Gardens Family Medical Center site:

( Dental screening & sealants (includes a re-

      screen and possible sealant placement next school 

      year)
	
	To be referred to the Bell Gardens Family Medical Center site:

( Vision/Eye Exam (including dilation- drops are used 

      to make the pupil bigger)
	


I understand that, unless prohibited by law from doing so, I will be notified of any services my child receives as well as any abnormal findings and/or further treatment recommendations.  I understand that I should contact the FHCCGLA School Based Health Center site at (562) 776-5090 if I have questions about any necessary follow-up care or instructions for my child.  I understand that this consent will remain valid throughout the ________ Year, 12-month academic year unless revoked by me.  I may revoke this consent for treatment at any time by requesting the FHCCGLA School Based Health Center, in writing, to remove my child from receiving these services.  I have received the FHCCGLA School Based Health Center handout, which includes the name of the agency providing these services, and I understand the services available to my child/student and the community.  It is my responsibility to notify the FHCCGLA School Based Health Center with all updates or changes to my child’s health condition(s), immunization records, medications or insurance coverage or lack thereof.
	HEALTH HISTORY 

(to be completed by parent/legal guardian)


	Medications (taken at home & school, daily and as needed)


	Name of Medicine:

Dose (mg):

When taken:

Why taking:

( My child does not take any medication(s) (including pills, liquid medicine, inhalers, nasal sprays, medicine patches, or over-the counter medicine)



	Allergies:



	


Does your child have any allergies?  ( No     ( Yes (if “Yes”, please provide explanation below)
	Allergic To:
	Reaction:
	Recommended Treatment:

(EpiPen, Benadryl, call 911, etc.)

	Medication(s):
	
	

	Medication(s):
	
	

	Medication(s):
	
	


	Food:
	
	

	Food:
	
	


	Insect stings/Bites:
	
	

	Insect stings/Bites:
	
	


	Acrylic/Plastics/Latex:
	
	


	Other:
	
	


	Medical Problems and Health Concerns:



	


Check all that apply and/or explain below:

	General:

	( Alcohol/drug abuse
	( Unexplained weight loss

	( Immunocompromised: __________________________
	( Overweight

	( Other general problems/concerns: _________________
	( Sleeping problems

	( Speech problems
	( Dizziness/Fainting/Passing out

	( Chicken pox disease (age: ____)
	( Other:________________________________________


	Skin:

	( Eczema
	( Other skin problems


	Eyes, Ears, Nose, Throat, Mouth:

	( Hearing Problems
	( Hay Fever/Seasonal Allergies

	Has hearing aid for ( Right / ( Left ear (check box)
	( Nosebleeds

	( Ear Tubes (date: ____/____/______)
	Vision Problems: ( Glasses / ( Contacts (check box)

	( Other eye, ear, nose, throat, mouth problem(s): (describe)
	


	Heart:

	( Heart Murmur
	( Rheumatic Heart Disease

	( High Blood Pressure
	( Other Heart Problem:


	Blood:

	( Sickle Cell Disease
	( Sickle Cell Trait

	( Clotting Disorder: __________________________
	( Other blood disorder: ____________________________


	Endocrine, Hormones:

	Diabetes: (Type 1   (Type 2   (Pre-Diabetes
	( Other Endocrine Problem: ________________________


	Brain, Nervous System:

	( ADD / ( ADHD (check box)
	( Autism

	( Cerebral Palsy
	( Concussion

	( Headaches (frequent)
	( History of Gullian-Barré Syndrome

	( Migraines
	( Sensory Processing Disorder

	( Seizures (Epilepsy)
	( Other Learning Disability: ________________________

	( Other brain or nervous system problem: (describe)
	


	Psychological, Mood:

	( Anxiety
	( History of Hurting Self

	( Bipolar Disorder
	( History of Suicide Attempt(s)

	( Depression
	( Obsessive Compulsive Disorder

	( Eating Disorder
	( Other psychological problem:______________________


	Reproductive, Genital:

	( Pregnant
	( Other reproductive or genital problem:______________


	Bones, Muscles:

	( Scoliosis
	( Osgood-Schlatter Disease

	( Other bone or muscle problem: (describe)
	


	Lungs & Breathing:

	Tobacco Use: ( Cigarettes  ( Cigars  

                       ( Smokeless tobacco  (chew, snuff)
	Tuberculosis (TB): 

   ( Active TB- age:___                 ( Latent TB- age:___  

   ( Completed TB treatment- date: ___/___/____

	( Asthma 
	( Cystic Fibrosis

	( Other lung or breathing problem: (describe)
	


	Stomach, Digestion, Liver:

	( BM (stool) in pants
	( GERD (acid reflux)

	( Liver Disease
	( Other GI or stomach problem:_____________________


	Bladder, Urinary, Kidney:

	( Kidney Disease
	Wetting in pants: ( Day   ( Night

	( Other bladder or urinary problem: (describe)
	


Please explain any medical problems as indicated in the Medical Problems & Health Concerns section:

_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

	Immunizations:



	


	●Did the student receive 2 or more doses of the seasonal 

   influenza vaccine in the last 30 days?     (Yes     (No
	●Has the student received an MMR, Varicella, or Flumist 

   influenza vaccine since July 1, 20__?  (if unsure check “No”)    

    (Yes     (No

	●For students under 5 years old, in the past 12-months, 

  has a healthcare provider told you that he/she (the 

  student) had wheezing?     (Yes     (No
	●History of serious vaccine reaction?     (Yes     (No



	●Does the student live with or expect to have close contact with a person whose immune system is severely 

  compromised and who must be in protective isolation (such as an isolation room of a bone marrow transplant unit)?     (Yes     (No


	Privacy Practices, Authorization to Release Information, & Insurance Information



	


Notice of Privacy Practices Acknowledgement:  I have been notified that I can ask for a copy of the Notice of Privacy Practices forms for the FHCCGLA School Based Health Center.  I know that I can also view them online at www.fhccgla.org.  Copies of the consent form are available at my child’s school and the FHCCGLA School Based Health Center and a blank form is available online at www.fhccgla.org. 

Authorization to Release Information:  I hereby authorize the FHCCGLA School Based Health Center site to share information with the MUSD school nurse(s) about my child’s physical and/or mental condition.  Administered immunizations will be entered in the statewide immunization information system (CAIR).  Release of alcohol and drug abuse information is protected by Federal Confidentiality Rules (42 CFR Part 2) without written consent of the person to whom it pertains or as otherwise permitted.  Federal rules also restrict any use of the information to criminally investigate or prosecute any alcohol or drug abuse patient (52 FR 21809, June 9, 1987: 52 FR 41997, November 2, 1987).  The FHCCGLA School Based Health Center may use student health records to evaluate the quality of care provided and the effectiveness of offering these services.  My child’s records are protected and can only be accessed by authorized users with restricted access.  I understand that this authorization will remain valid throughout the ________, 12-month academic year unless revoked by me.  I may revoke this authorization at any time by providing written notice to the FHCCGLA School Based Health Center of my intent to revoke.

Assignment of Insurance Benefits Information:  Insurance or other healthcare coverage programs are billed whenever possible to help cover the costs of care.  Some School-Based Supplemental health services are provided at no cost to families whether or not a student has insurance or the ability to pay as efforts will be made to place your child under a program or payer that will cover the cost of their services.  I give the FHCCGLA School Based Health Center site the right to submit claims for reimbursement under any private health insurance policy, Medicare, Medi-Cal, or any other programs that I identify for which a benefit may be available to pay for the services provided to my child through the FHCCGLA School Based Health Center site.

	CONSENT for SERVICES


By signing this Consent for Health Services/Treatment, I agree to the terms and conditions regarding the Authorization to Release Information and Assignment of Insurance Benefits as explained in this consent form.  I also acknowledge that I have received the information about how to receive the Notice of Privacy Practices as explained in this consent.  I have received and understand the available services as described in the FHCCGLA School Based Health Center handout, which was provided separately.

Parent/Guardian’s Signature: _______________________________________________      Date: __________________

Printed Name: ___________________________________   Relationship to Student: ( Father  ( Mother  ( Legal Guardian    
                                                           (First, Middle, Last)
--OR--

Patient/Student’s Signature: _______________________________________________      Date: __________________

                                                                                                (if 18 years or older)
Printed Name: ___________________________________   

                                                    (First, Middle, Last)
	HEALTH INSURANCE


Please check which insurance carrier your child is covered by, or sign below if you don’t think your child has insurance.  NOTE: Some School-Based Supplemental Health Services are provided at no cost to families whether or not a student has insurance or the ability to pay.

	( Medi-Cal: (12-digits)

     __ __ __ __ __ __ __ __ __ __ __ __
	( Managed Care Plan: 
     I.D. #: _______________________________________

     Health Plan Name: _____________________________


	( Private Insurance: (information from insurance card)

    Insurance Company: ________________________________     Subscriber ID or member#:_____________________

    Group #: __________________     Insurance Company Tel. #: (______) ______________

    Name of person under whom child is covered: __________________________ 

    & Date of Birth of insured adult: ___/___/_____

    Claims Address on Insurance Card: __________________________________________________________________

    ( --OR--  Copy provided of the Insurance Card (attached)


	( None: The student does not have health insurance.  I am unable to pay for health services for my child. 

                                                                                    X____________________________________

                                                                                                                                                     (Sign here for hardship waiver)


	Please Note


Please note that the FHCCGLA School Based Health Center services are completely optional.  School nursing and emergency services will still be provided as always whether you provide consent or not.  The FHCCGLA School Based Health Center services are an excellent way to keep your child healthy and in school!  If there is anything keeping you from consenting for your child for these services or if you have any questions or need help with this form, please contact the FHCCGLA School Based Health Center at (562) 776-5090.

For Office Use ONLY 


Cora: Y or N








NOTE: Any reference to ‘my child’ means ‘myself’ once a minor turns 18 years old.








