in 2 easy steps

STEP #1: Fill out and sign the attached
Parent Letter/ Consent

STEP #2: Scan the QR code
to register online

Both steps must be done
to complete the sign-up process.

For questions call 330-543-7242 or talk to your school nurse clinic staff.

§/25-6761




Akron
Children's

Dear Parent/Guardian,

Akron Children's School Health Services provides the nursing staff within your school district. Our highly trained

and experienced nursing and medical staff are here to help keepyour child healthy at school. Keepingup with
vaccinations is important and we can help make sure your child gets what they need to stay healthy and strong.

With your permission, the Influenza (Flu) Vaccine can be administered to your studentduring the school day. Fiu
Vaccines are covered by most insurances, and no cost for those who are uninsured. Please check with your
insurance provider to confirm vaccine administrationis a covered service at school. Participation Is voluntary.

Only students with parent/guardian completed consent form can receive the Flu Vaccine. If we are unable to

vaccinate your child at your scheduled vaccine dinic day, your student will be have to go to their primary care
office or other community resource to get vaccinated.

More information about the Flu vaccine can be found by scanning the QR code.
Please return this letter AND the attached consent form by: VWednesday September 24th

Who should receive the Influenza (Flu) Vaccine?

All students are eligible to receive the Flu vaccine,

| would like my student to receive the below vaccine (please check mark)

Influenza (FLU) Flu Information :::
Clinic Date: October 6th NDC
LARM RARM
Student’s Name: Student’s Date of Birth:
Has your child received any vaccines in the past 4 months including O Vs 0 No
Flu, Covid, or any age specific vaccines?
Parent Guardian Signature:
- Date:
Parent Guardian Name (printed):
Student’s School Building:
Date of Scheduled Flu Vaccine Clinic:
How can my student participate?
1. Register online by scanning the Flyers QR code
2. Return this form and attached completed consent form by _VVednesday September 24th .

if you have additional questions, please contact the School Based Health Center at 330-543-7242.

We hope to see your student in the clinic!

SHS District Nurse Use Only: (mpactSHiS Revliewed for Accuracy School Records Reviewed for Accuracy

District Nurse: O Date: O Date;




{Ptace patient labet here i biank)

éﬁ H%':en’s SCHOOL-BASED HEALTH CENTER

Hospital VACCINE CONSENT FORM

Only circled vaccines will be offered at this event. See attached vaccine nformation sheets.
@ DTaP/TdapTd  Meningococcal (MCV4) Meningitis B MMR  Varicella Polio  Hepatiis B HPV  HepatiisA Pneumococcal Hib

School Name:

PLEASE COMPLETE ALL OF THE INFORMATION BELOW- Piease print using ink (incomgiste forms will not be accepiad)

FIRST NAME (of student) LAST NAME (of student)
Birthdate: Age Grade
(moldaylyr)
PARENT/GUARDIAN INFORMATION

First Name: Last Name: Phone #: Retationship to Student:

VACCINATION & HEALTH REALTED QUESTIONS
1. Has your child ever had a life-tweatening reaction o a vaccine of any kind? YES/NO
2. Has your chid ever had a condition called Guillain Barre Syndrome (GBS)? YES/NO
3. Does your child have blood disorder such as hemophitia? YES/NO
4. Has your child ever had seizures or another nervous system problem? YES/NO

IF YOU HAVE ANY QUESTIONS, PLEASE CONTACT 330.543.7242

By signing below, | have read and understand the supplemental CDC Vaccina information Sheets and my signature provides consent for my child lo receive the designated vaccines as
indicated on this form. | further agree that | will promptly inform the School-Based Heatth Center in writing of any changes in my child's physical health and any change in the cuslody of my child
which affects my ability to provide this consent on behalf of my child

NOTE: in some situations Ohio law its a minor o consent to medical care without parental consent. For example, parental consent is not required for contraception, pregnancy lesting. and
prenatal care; sexually transmitied disease tasting and diagaosis, HIV testing: realment of drug and aicohol related conditions; and certain outpatient mental health sevvices. Further parental
consent is not required for the applicaion of firs! aid (reatment or i an emergency.

Printed Name of Parent/Legal Guardian Date of Bidh Signalure of ParentA.egal Guardian Date Time
Printed Name of Witness #1 lo Signature if Verbal Consent peakh cars parsonel ony) Signature of Wilness #1 Date Time
Printed Name of Witness #2 lo Signatura if Verbal Consant (heath caw parsonvel ony) Signalure of Wilness #2 Date Time

SCHOOL-BASED HEALTH CENTER SERVICES

Throughout this document the use of the tarm °I° will refer to f andfor my parents os guardians’. The use of the term *ma" ‘myssif” or “my* shall refer to the student. The use of "Children’s” will rafer to Akson
Chiddren's Hospital, its physicians, nurses, other health care praviders, employees, altending physicians and other physicians, and their assistants or designees.
1 and/or my parenl(s) or guardian(s) consent to let the physicians, nurses, othes heakh care providers, and employees of Akron Children's Hosphal, atianding physicians and othes physicians, or any of their
assistants or designees, do all things that may be needed to diagnose, treat and care for the aeeds of the above-refsrenced student. Children's is a teaching hospital and | understand and agree that people
who are in tralaing, including, but not Emited to, feflows, residents, and students, may assist or participate in my care. | understand and agree that Children's may take photos, video, of audio recording of me
and use them for chnical, intemat education purposes, legal purposes and quality im purposes. | understand and agree that Children’s may at its discretion provide cerlain services to me by remote
means called “lelehealth”. Children's may keep, praserve and use, or property dispose of any tissus, samples, parts or organs that are taken during operation(s) or procedure(s}. | understand that the pracice
of madicine is nol an exact scienca and that no guarantees hava been madae about the results of my examinalion of teatment at Chidren's.
RNANCIAL RESPONGISIUTY AND ASSIGNMENT OF BENEFTTS: | agres to pay all bi¥s for my care, including bills that insurance benefils do nol pay. This includes blls for Children's, physicians, or other
eniities thal provided services during my care. | authorize Children's to biJ my insurance camier and request thal payments be made directly o Chidren's. 1 assign to Children's, my physicians. and ofher
healthcare professionats involved in my care, all of my rights and claims for reimbursement under any private
health insurance poficy, Medicare, Medicaid, Tricare, any other program for which benefits may be available to pay Chidran's for the services provided to me, or other payments or Judgements. If | choose to
pay for certain services oul of pocket and exercise my fight Lo mit disclosure of the information ko my payer regarding those servicas, | undarstand that 3 financlal agreament will ba established. | agree to
cooperale and provide complele and accurale information as needed lo establish my eligibiliy for such benefils.
PATIENT RIGHTS/PRIVACY INFORMATION: | understand { have the right o Lake part in decisiors about my heakhcare and plan for treatment. | have recsived. read, or had axplained to me, and acknowledge
receipt of the following documents and/or information, and all my quesions have been answared.
Patien! Rights and Responsiviliies  Heaith Information Exchange Advance Directive Information (Pstents 18 yrs and older)  "An Important Message from Medicare® (Medicare patients)
Complaint/Grievance Procedure Brochure HIPAA Notice of Privacy Practicas  Free Hospital Cara Information *An Important Message trom Tricare” (Tricare patients)

AUTHORIZATION TO COMMUNICATE: | understand that Children's uses various communication methods including veice calls, compularized calls, compulerized text message, email, fax, auto-dialed calls,
and pre-recorded messaging for the purposes of sharing clinicalimedical results, scheduting appointmants, sending appointment reminders, obtaining patient feedback, and communicatingidiscussing financial
responsibdities. By signing this form, | am granting permission to Chitdren's to use all phone numbers and email addresses that | have supplied to contact me regarding this curment visit and any future visits. |
will be given the opportunity 1o opt out of future text, emai, o phone communications a any ma. | understand thal my opting out of future taxt, emai or phone communications will nat affect, directly o
indireclly, my right to receive health care services from Children's.

ALL PATIENTS COVERED BY MEDICAID:} was asked whather any inswance other than Medicald may cover services provided by Children's. If there is ather insurance coverage, | gave hat information lo Chidren's.

Privacy Practices
Chikdren's Notios of Privacy Practices is avaiable upon request at any School Oistrict bullding where services are provided. You can also view the Nolice of Privacy Pracices onine at hitps fwww.akronchddrens.ong/fp ages/Privacy Policy himl
Children’s Notice of Privacy Practices describes how Chiidren's may use and disciose youlyour child’s heafth information and how you can access youlyour child's health infommation,
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