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Student Name: ___________________________________          Date of Birth: ____________________
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Teche Action Clinic School-Based Health Centers Department Consent Form  
	SBHC Office Use Only: Account #: ____________     Location: West St. Mary High School



   DATE: _______________
	Please PRINT
Student’s Name: __________________________________________________________	
                                Last	                                    First	                                 Middle Initial 
	Date of Birth:
_________________

	Student’s Mailing Address (include city): _______________________________________________

Student’s Physical Address (if different, include city): ______________________________________

	Zip Code:


	
	Zip Code: 

	SS#: 
	Age: 
	Sex at birth: ❑ M	❑ F
	Race:

	Sexual Orientation: ☐Straight or Heterosexual ☐Lesbian or Gay ☐Bisexual ☐Something Else ☐ Don’t Know
                                ☐ Choose not to disclose

	Ethnicity (please check one): ☐ Hispanic ☐ Latino ☐ Spanish ☐ Non-Hispanic/Latino ☐ Choose not to disclose


	Student’s Grade:
	School Attending:

	Preferred Language:
	Student’s Email:
	Student’s Cell Phone:
(	)

	Name of Mother (include maiden name) or Legal Guardian:
	Cell Phone:
(	)
	Work Phone:
(	)
	Alternate Phone:
(	)
	Employer:

	Name of Father or Legal Guardian:
	Cell Phone:
(	)
	Work Phone:
(	)
	Alternate Phone:
(	)
	Employer:

	Mother’s/Guardian’s Email:
	Father’s/Guardian’s Email:


	Emergency Contact Name:
	Relationship to student:
	Phone:

	Emergency Contact Name:
	Relationship to student:
	Phone:

	THIS INFORMATION IS REQUIRED
Student’s PCP (Medical Provider/Pediatrician): 	__ ( ) NO PCP

Date of your child’s last comprehensive wellness visit: Month _______   Year _______
	Phone:

	Student’s Dentist: _____________________________________
Date of your child’s most recent dental visit: Month _____   Year __________
	Phone:

	Preferred Pharmacy:
	Names of siblings enrolled in the School-Based Health Center:



	Please check the type of health insurance your child has:

The SBHC will need a copy of your insurance card (front and back)

	· Medicaid/Bayou Health Plan #: 	 (check one below)
· Aetna Better Health                    ❑ AmeriHealth Caritas                ❑ Healthy Blue
· Humana Healthy Horizons          ❑LA Healthcare Connections  ❑ United Healthcare 
· Private/Other Insurance Name:				_________________________  Policy#:	__________ Group#:		 
· Name of policy holder:		 Relationship to student:	 
Policy holder date of birth:	 Policy holder SSN #:	___________________________ ❑ No insurance / Would you like information on health insurance? ❑ Yes ❑ No) 
 I WOULD LIKE TO APPLY FOR A SLIDING FEE DISCOUNT

	Collection of the following information is a requirement for Federally Qualified Healthcare Centers.
Are you living in public housing? (Section 8 is not considered Public Housing)  Yes   No 
How many people live in your home? _____
Head of the household: First & Last Name: _________________________ 
Relationship to child:__________ Gender: _____ DOB: __________ Phone Number: ______________
Do you lack permanent housing (Are you experiencing homelessness)?  Yes  No 
Approximate monthly household income? 
    Under $1,000      $1,000-$1,500        $1,500-$2,000     $2,000-$2,500     $2,500-$3,000 
 $3,000-$3,500   $3,500-$4,000     $4,000-$4,500   $4,500-$5,000   $5,000-$5,500  
 Over $5,500 	

	Other Sources of Income (Mark all that apply)
 SSI      Veteran’s Assistance      AFDC/TANF      Food Stamps      Social Security 
   Retirement Benefits      Section 8 Housing      Child Support

	

	 Is your child allergic to any food or medicine? Or has seasonal allergies   No	 Yes	If yes, list:
 ___________________________________________________________________________________________
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	List of current medications student is on with dosage (how much) and frequency (how often):
    My child takes no medications.
 My child takes the following medications: Add additional page if needed
Medication Name: 	____ Dose: 	 Frequency: 	 Medication Name: _______	____ Dose: 	 Frequency: 	 Medication Name: 	____ Dose: 	 Frequency: 	

	
Is your child experiencing □ anxiety, □ depression, □ alcohol or drug use □ discipline problems □ isolation
Does your child currently receive any behavioral health / counseling services?  NO	 YES, If yes, 
Name of Provider: ______________________________________   Phone #: ____________________________
Name of agency: ______________________________________   Phone #: _____________________________
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	ALL SERVICES ARE PROVIDED BY LICENSED PROFESSIONALS
BY SIGNING THIS CONSENT, YOU ARE AGREEING TO ALLOW THE SCHOOL HEALTH CENTER TO PROVIDE ANY OF THE FOLLOWING SERVICES TO YOUR CHILD IF NEEDED

  Routine healthcare                                                   Annual wellness visits (comprehensive physical exam)
  Immunizations                                                          Health screenings like vision, hearing, blood pressure
  Lab draws/diagnostic testing                                    Acute care for minor illness (cold/flu) and injury (hurt at school)
  Prescriptions and Medication administration            Management of chronic diseases like asthma and diabetes
  Health education and prevention programs              Sports Physicals
  Referral and follow-up for emergencies                    Telehealth                  
  Dental services (if available at the SBHC)                Behavioral health/Counseling services/Teletherapy
  Referral to specialty care (neurology, orthopedic, psychiatry)



I, as parent/guardian, understand that I will not be charged for any of the services provided at the West St. Mary School-Based Health Center. I also understand that Teche Action Clinic may bill my or my child’s insurance plan for these services. I approve  payments for  authorized services be paid directly to Teche Action Clinic. We (student and parent/guardian) have read and understand the services to be provided at the school-based health center. We both give permission for this student to receive the services provided by the program.

We (student and parent/guardian) have read and understand the services to be provided at the school-based health center. We both give permission for this student to receive the services provided by the program. 
We understand that the school-based health center is operated by Teche Action Clinic and its employees and contractors. 
We understand that the SBHC may participate in one or more health information exchanges (HIEs), whereby the center may share protected health information (PHI) with other healthcare providers, entities for treatment, payment, or operations. We hereby consent to the disclosure of the SBHC’s records to the HIEs.
We understand that the SBHC is required to provide information to the Office of Public Health (OPH). Therefore, we consent to the disclosure of SBHC information to OPH, or its agent, in connection with the operation, funding and ongoing monitoring of the SBHC. We recognize that the information needed by the OPH may be compiled through a HIE and consent to the disclosure of information to a HIE for such purpose.
	CERTIFICATION


I certify that the information given on this form is true and accurate to the best of my knowledge. If the information given is proven false, I understand that Teche Action Board, Inc. can disqualify me for any discounts and can bill me for all services received and any services paid by Teche Action Board, Inc. I also certify that I will report any changes in income or insurance status to Teche Action Clinic immediately.

	Louisiana Law R.S. 40:31.3 states that: Health centers in schools are prohibited from:
(1) Counseling or advocating abortion in any way or referring any student to any organization for counseling or advocating    abortion.
(2) Distributing at any public school any contraceptive or abortifacient drug, device, or other similar product.
To report violations of the prohibitions against abortion counseling, advocacy, or referral; or distribution of contraceptives, abortifacient drugs devices, or other similar products, contact the Adolescent School Health Program at the Office of Public Health at 504.568.3504.


Confidentiality: The School-Based Health Center (SBHC) adheres to all current laws regarding confidentiality of health services in general and specifically as they relate to services to minors. All medical and mental health records are confidential and will be maintained as directed by the Health Insurance Portability and Accountability Act (HIPAA).
· I consent to the exchange of relevant protected health information (PHI) between the West St. Mary SBHC and the student’s personal medical provider upon referral for medical care.
· I have been given a copy of the organization’s Notice of Privacy Practices and Patient’s Bill of Rights and Responsibilities that describes how my health information is used and shared, and  my signature herein constitutes my acknowledgment that I have been provided a copy of the Notice of Privacy Practices. I understand that Teche Action Clinic has the right to change this Notice at any time and that I may obtain a current copy by contacting the School-Based Health Center, at (337) 924-9646.
This consent may be withdrawn or modified at any time by written notice of the parent/guardian and/or student to any of the entities referred to above. A duplicate copy of this document will be given to parents or guardians upon request.
											
 CONSENT SIGNATURES 

____________________________________________________________________________________
Name of Parent/Legal Guardian (Print and Signature)	 Relationship to Student 		Date

	
____________________________________________________________	___________________
Name of Student (Print and Signature)							Date

____________________________________________________________	____________________
Name of SBHC Witness (Signature)								Date
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