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Welcome to TRC's SCHOOL BASED HEALTH CENTER! 

We welcome you to TRC's School Based Health Center, located at Jamestown High School. Our providers are: Nicole 
Hinderleider, NP and Adnan Munir, Medical Director.   Dental Hygiene services are overseen by Jeffery Borst, DMD.  
Enclosed please find new patient paperwork that we need you to fill out prior to your enrollment.   

The School-Based Health Center (SBHC) is like a doctor's office at the high school.  The staff includes a Nurse 
Practitioner, a Registered Nurse, a Medical Assistant, Dental Hygienist and a Medical Director.  The services that are 
available at the SBHC include:  

• Physicals (Annual, Sports and Work Physicals) 
• Immunizations 
• Prescriptions for medications 
• Assessment and treatment of chronic and acute illnesses like asthma, diabetes, sore throats,  

and coughs. 
• Oral Screenings or referrals to dental services 
• Mental Health screenings and referrals for counseling and other mental health services 
• Dental appointments including: cleanings, treatment and sealants where available 

It is easy to register your child for SBHC.  The SBHC staff cannot see your child without written guardian consent.  There 
are two papers to complete and your child is then enrolled until he/she graduates or leaves the school, or chooses to 
disenroll with written notice.  

The SBHC does NOT take the place of your child's regular doctor or dentist, but rather works with your 
child's doctor and/or dentist to provide quality health care right in the school.  If your child is up-to-date 
on their annual physical/dental exam, we encourage you to include a copy (along with immunizations) or 
request your doctor's office to please fax us a copy to:  716-661-4717.   

There is NO out of pocket expense for the child or the family.  We bill the child's insurance if he/she has insurance.  If 
there is no insurance, the staff will refer you to someone to help obtain insurance. 

The SBHC is open during regular school hours.  We prefer appointments but walk-in's are always welcome. 

We provide emergency after-hours on call service. However, this service is reserved for emergency concerns only.  You 
may reach our on-call service at:  716-661-1447.  If you have a question concerning a simple matter, an appointment 
time or medication refill, please call the morning of the next school day at 716-483-4373 and we will be happy to assist 
you. 

Sincerely, 

The Providers and Staff of TRC School Based Health Center  

 
 

 
 

 
 
 
 



        9/2023  LV                

                          REGISTRATION FORM              
 

                                         School Based Health Center 

Today’s Date :  How were you referred to our program? 

PATIENT INFORMATION 
Student’s last name:                     First Name:                             Middle: 
 

 

Grade: 
 
 

Social Security #: 
 
 

Birth date: Age: Gender at Birth: Phone # Name of Parent/Legal Guardian: 
 
 
 

    M           F  

Street address: P.O. Box APT # Relationship: 

   

City: State                             Zip 
 

Preferred Pharmacy:  

   
Race (check boxes that apply):     Asian          Native Hawaiian           Other Pacific  Islander             Black /African  American 
 
                                                   American Indian/ Alaskan Native        White          More than one Race      Unreported/Refuse to Report                
 
Ethnicity            Hispanic        Non Hispanic                 
 

INSURANCE INFORMATION 
 

 Commercial        Medicaid          Medicare           Other Insurance       No Insurance    
Primary Insurance Company: Policy # Group #: Effective Date 

Card Holder’s Name: Social Security Number DOB Employer & Phone Number 

Secondary Insurance: 
 

Policy # Group #: 
 

Effective Date 

Card Holder’s Name: Social Security Number DOB Employer & Phone Number 

 
Name of Student’s Primary Care Doctor 
 
_______________________________ 
 
  

Primary Care Doctor’s Phone # 
 
___________________________ 
                                        

IN CASE OF EMERGENCY 
 
We require the name, address, phone number and/or cell phone number of 2 contacts.  
 
 
_______________________________________      ______________________________         ______________________ 
          (Name of First contact)                                                                  (Address)                                     (Phone and/or Cell #) 
 
 
_______________________________________      ______________________________         _______________________ 
           (Name of Second contact)                                                            (Address)                                      (Phone and/or Cell #) 

 

Signature of Parent/Guardian :_________________________________________________           Date:_______________________________ 



 

        9/2023  LV                

School Based Health Center 
Consent for Health Services Form 

 
The following services will be provided to your child at the School-Based Health Center: 
1) Comprehensive physical exams, including those for school sports and working papers 
2) Lab test, when necessary, to detect illness or infection (i.e., strep throat) 
3) Immunizations (age appropriate) 
4) Assessment and treatment for acute and chronic conditions and acute injuries & illnesses 
5) Prescriptions and medication administration 
6) Referrals to an outside agency for services not provided at the School-Based Health Center 
7) Nutrition counseling 
8) Health education counseling 

   9)   Mental Health Services 
 

I hereby give consent for,        to receive health care services provided by the professional staff 
of the School-Based Health Center.  I understand this consent expires when my child is no longer enrolled in the Jamestown Public Schools, 
or when a written statement is received. 
 
I further give consent to the staff of the School Based Health Center to examine my child’s full medical and school records, including any 
information that may assist them in helping my child.  In addition, if necessary, you may contact our Primary Care Provider or any other healthcare 
providers to share information regarding my child’s treatment and you may exchange medical information as needed with the school nurse for 
coordination of care purposes.  
 
I further give consent to the staff of the School Based Health Center to obtain copies of my child’s most recent physical exam and 
immunization records from their Primary Care Provider.   
 
Your school nurse and the SBHC will review your child’s records to determine which shots are needed.   Please place an X by any 
immunizations you DO NOT want your child to receive.  
 
School Required Immunizations: 

□ DTAP/Td □ Polio □ MMR (Measles, Mumps, Rubella) 

□ Tdap □ Hepatitis B □ Meningococcal A  

□ Varicella (Chicken Pox)  
  

 
Pediatric/Adolescent Recommended Immunizations: 

□ Human Papillomavirus (HPV) □ Influenza (Flu) □ Hepatitis A 

□ Meningococcal B □ COVID  
 
Please visit www.immunize.org/viz for more information on vaccines.  
 
I hereby give consent to receive Comprehensive Physical Exam by the professional staff of the School Based Health Center.   
 
I also authorize the release of any medical information necessary to process any insurance claim to my designated insurance carrier and made payable 
directly to The Resource Center - SBHC. 
 
I understand that when necessary every effort will be made to contact me prior to any treatment that requires parental consent according to New York 
State Law.  New York State Law does not require parental consent for treatment or advice about drug abuse, alcoholism, sexually transmitted 
disease, reproductive health or outpatient mental health services. 
      
All care provided will be in collaboration with your child’s Primary Care Provider. 
 
NOTICE OF PRIVACY PRACTICES: I hereby acknowledge that I have received a copy of The Resource Center Health Services Privacy 
Practices, Patient Bill of Rights, Patient responsibilities and Programs and Services available to me and my family. 
The staff of the School-Based Health Center considers parental/guardian involvement very important.  Accordingly, the staff will encourage every 
student to involve his/her parent/ guardian in counseling and medical care decisions.  We encourage parents/ guardian to visit or call the Center at 
any time. 
 
Parent/Guardian Signature:  ________________________________ Date: _______________ 
 
Relationship: ______________________________                                                                          

  

http://www.immunize.org/viz
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TRC SCHOOL BASED HEALTH CENTER 

Patient’s Bill of Rights 

The Diagnostic and Treatment Clinical Service Program, a division of The Resource Center, ensures that each patient be 
entitled to the following rights: 

1. To receive services without regard to age, race, color, sexual orientation, religion, marital status, sex, national 
origin, or sponsor. 

2. To be treated with consideration, respect, and dignity, including privacy in treatment. 
3. To be informed of the services available at the clinic. 
4. To be informed of the provisions for off-hour emergency services. 
5. To be informed of the charges for service, eligibility for third-party reimbursements and, when applicable the 

availability of free or reduced cost care. 
6. To receive an itemized copy of his/her account statement, upon request. 
7. To obtain complete and current information concerning his/her diagnosis, treatment, and prognosis in terms the 

patient can be reasonably expected to understand. 
8. To receive from his/her physician the information necessary to give informed consent prior to the initiation of 

any non-emergency procedure and/or treatment. An informed consent shall include, at a minimum, the 
provision of information concerning the specific procedure or treatment or both, the reasonably foreseeable 
risks involved, and alternatives for care of treatment, if any, as a reasonable medical practitioner under similar 
circumstances would disclose in a manner permitting the patient to make a knowledgeable decision. 

9. To refuse treatment to the extent permitted by law and to be fully informed of the consequences of such action. 
10. To refuse to participate in experimental research. 
11. To voice grievances and recommend changes in policies and services to the Clinic’s staff, the governing authority 

and the New York State Department of Health without fear of reprisal.  
12. To express complaints about the care and service provided and to have the Clinic investigate such complaints. 

The Clinic is responsible to providing the patient or his/her designee with a written response within 30 days if 
required by the patient, indicating the findings of the investigation. The Clinic is also responsible for notifying the 
patient or his/her designee that if the patient is not satisfied by the Clinic’s response, the patient may complain 
to New York State Department of Health’s Office of Health Systems Management. 

13. To privacy and confidentiality of all information and records pertaining to the patient’s treatment. 
14. To approve or refuse the release or disclosure of the contents of his/her medical record to any health care 

practitioner and/or health care facility except as required by law or third-party payment contract. 
15. To access to his/her medical record pursuant to the provisions of Section 18 of the Public Health Law and 

Subpart 50-3 of this title. 
16. Authorize those family members and other adults who will be given priority to visit consistent with your ability 

to receive visitors. 
17. Make known your wishes in regard to anatomical gifts. You may document your wishes in your health care proxy 

or on a donor card, available from the center. 


