
JEFFERSON PARISH SCHOOL-BASED HEALTH CENTERS
Enrollment/Consent Annual Update

Welcome back to school! Please complete and return this form to update your child’s medical records and renew your
permission for them to continue receiving services at the School Based Health Center. Please complete in Blue or
Black ink.

Name of Student: _________________________________________ DOB: ________ Age: ____ Grade: ____

Address: _____________________________________ City/State/Zip: ________________________________

Student Email: _________________________________ Student Phone: _________________________

Student Social Security #:__________________________

Parent/Guardian Name: ______________________________________________________________________

Phone #: (c) ________________ (w) ________________ Email: ________________________________

Parent/Guardian Name: ______________________________________________________________________

Phone #: (c) ________________ (w) ________________ Email: ________________________________

Emergency Contact Name: ____________________________________ Phone #:______________________

Medical Clinic/Doctor/Primary Care Provider: ____________________________________________________

Have there been any changes to your child’s insurance coverage, since last year? YES NO

If yes, please list: _________________________________________________________________________

PLEASE ATTACH A COPY OF THE INSURANCE CARD (FRONT & BACK)

Is your child taking any daily medications? YES NO

If yes, name of medication and dose: __________________________________________________________

Does your child have any known allergies? YES NO

Please list: _______________________________________________________________________________

Has your child been treated by a physician in an emergency room or his/her office for a serious illness or injury during

the summer break? YES NO

List changes in family medical history in the past year._____________________________________________
We (student and parent/guardian) have read and understand the services to be provided at the school-based health center. This
student may continue to receive the services provided by the Jefferson Parish School Based Health Centers. The original
Enrollment/Consent form is unaffected and shall continue in effect in accordance with its terms.

We understand that the SBHC may participate in one or more Health information exchanges (HIEs), whereby the center may share my
health information with other Health care providers for treatment, payment or health care operations purposes. We hereby consent to
the disclosure of the SBHC’s records into the HIEs.

A copy of the Jefferson Parish School Based Health Centers Notice of Privacy Practices is available upon request at the SBHC.

We understand that the Office of Public Health (“OPH”), Adolescent School Health Program provides oversight to the SBHC and, as
part of such program; the SBHC is required to provide information to 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 School-Based Health Centers. We
recognize that the information needed by OPH may be compiled through a HIE and consent to the disclosure of information to a HIE for
such purpose.

_______________________________________ ________________________________________
Printed Name of Parent/Legal Guardian Relationship

________________________________________ ________________________________________
Signature of Parent/Legal Guardian Date

This consent may be withdrawn or modified at any time with written request of the parent/guardian and student to the
entity referred to above. A duplicate copy of this document will be given to parents or guardians upon request.
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