SCHOOL BASED HEALTH CENTER * FRANKLIN EDUCATIONAL CAMPUS
950 Norton St. * Rochester, NY 14621 * 585-324-3726
School Based Health Services

I consent for my child to receive health care services provided by the Threshold staff as part of the School Based Health Clinic (SBHC) program approved by the New York State Depart of Health.  I understand that confidentiality between the student and the health provider will be ensured in specific service areas in accordance with the law, and that students will be encouraged to involve their parents or guardians in counseling and medical care decisions. SBHC services may include, but are not limited to:
1. Comprehensive physical examination (complete medical examination) including those for school, sports, working papers and new entrants.

2. Medically prescribed laboratory tests such as for anemia, sickle cell, and diabetes.

3. Medical care and treatment, including diagnosis of acute and chronic illness and disease, and dispensing and prescribing of medications.

4. Mental health services including evaluation, diagnosis, counseling and referrals.

5. Reproductive health services, including contraception (birth control pills etc) testing for pregnancy, STD screening and treatment, HIV testing, PAP smears and referrals for abnormal results as age appropriate.

6. Nutrition and weight counseling

7. Health education and counseling for the prevention of risk-taking behavior such as: drug, alcohol and smoking abuse, as well as education on abstinence and prevention of pregnancy, sexually transmitted infections and HIV as age appropriate.

8. Referrals for service not provided at the School Based Health Center.
Authorization for Release of Behavioral and/or Medical Information

My signature on the reverse side of this document authorizes the exchange of information between the SBHC and the Rochester City School District’s School Nurse Office.  I further authorize the exchange of medical information with other medical providers who have examined the student named on this form and our insurance provider.  I understand that only information required by state law and/or information to protect the health and safety of the student will be disclosed to the Nurse’s Office and only information needed to provide continuity of care will be exchanged with other health care offices.
Information required by RCSD
 Information to Protect Health and
       Information to provide continuity of

may include but is not limited                safety may include but is not 
       medical care may include but is not

to:



limited to:


       limited to:

*New entrant exams

*Conditions which may require
       *Physical exams and immunizations

*Immunizations


emergency medical treatment   
       *Treatment relating to acute or chronic  
*Vision & hearing screening                     *Conditions which limit a student’s               illnesses including medications prescribed
*Tuberculin Test results                            *Diagnosis of certain communicable
          and results of any diagnostic testing





 diseases (NOT including HIV           
       *Results of monitoring done related to any




                   infections/STI and other confidential           acute or chronic health problems





 services protected by law)

       *Referrals made to outside specialists

 I understand that:
· I may cancel this authorization at any time by submitting a written request to the SBHC address above, except where a disclosure already made in reliance on my prior authorization.
· If the person or facility receiving disclosed private health information is not a health care or medical insurance provider covered by privacy regulations, the information stated above could be re-disclosed.

· If the authorized information is protected by Federal Confidentiality Rules related to substance abuse, it may not be disclosed without my written consent unless otherwise provided for in the regulations.

· Release of HIV related information requires additional authorization

Release of Information is authorized FROM: Date this form is signed TO: Date student is no longer enrolled in SBHC 

PLEASE BE SURE TO REVIEW BOTH SIDES OF THIS DOCUMENT

STUDENT INFORMATION




PARENT/GUARDIAN INFORMATION
Last name__________________________________

Mother
First name__________________________________

Last name______________    First_______________

Date of Birth______/_______/_______


Father
Student Social Security Number _____/____/______

Last name______________  First________________

Male_____
Female_____   Grade ___________

Legal Guardian, if applicable
Ethnicity: Latino___ Black___ White___ Other______
Last name______________ First ________________
Address






Relationship of legal guardian to student:

____________________________________________
Grandparent____ Aunt/Uncle____ Other____

____________________________________________
Contact Information for parent/guardian

____________________________________________
Home Phone___________ Work Phone___________







Beeper/Cell_________________________________

Student’s Regular doctor




Additional emergency contact

Name_______________________________________
Name___________________Relationship_________

Telephone___________________________________
Home phone ___________ Work Phone__________

Address _____________________________________
Beeper/Cell _________________________________

INSURANCE INFORMATION

Medicaid





Other insurance
No_____ Yes: Medicaid Number__________________
No _____ Yes: Name__________________________

Child Health Plus












No _____Yes: CHP# ____________________________
WOULD YOU LIKE ASSISTAMCE IN OBTAINING INSURANCE ?
No _____ Yes _____

PARENTAL CONSENT TO RECEIVE SERVICES

I have read and understand the services listed (SCHOOL BASED HEALTH SERVICES) and my signature below 

documents consent for my child to receive services provided by the SBHC at Franklin educational campus.

NOTE: By law, parental consent is not required for the conduct of mandated screenings, the application of first aid 
treatment, prenatal care, services related to sexual behavior and pregnancy prevention, and the provision of 

services where the health of the student appears endangered.  Parental consent is not required for students who

are 18 years or older or for students who are parents or otherwise legally able to sign on their own behalf.  My 

signature indicates I have received a copy of the Notice of Privacy Practices.

X___________________________________________________________________________________

Signature of parent/guardian




Date

PARENTAL CONSENT FOR RELEASE OF HEALTH INFORMATION

I have read and understand the release of health information on the reverse side of this form and my 

Signature indicates my consent to release of medical information as specified.

X_________________________________________________________
Signature of parent/guardian




Date














