


 

School Name:_______________________________ 

Student/Patient Information: 
Last Name First Name MI 

Street Address City ST Zip 

Phone # Other Phone # Email Address 

Sex DOB Allergies (meds/foods,etc) Ethnicity 

 Hispanic 

 Non-Hispanic 

Race 

 American Indian       Pacific Island 

 Black     Asian     White 

Parent/Guardian 

1)________________________________________ 

 

2)________________________________________ 

     

Relationship 

1)_______________________ 

 

2)_______________________ 

DOB 

1)____________ 

2)____________ 

Phone # 

1)__________________________ 

 

2)__________________________ 

Student Lives With:   Mom    Dad    Both    Other: ______________________________________________________ 

Name of Emergency Contact Relationship Phone # 

 

*** Please Supply a Copy of Insurance Cards (Front and Back) *** 
Primary Insurance State Insurance ID Number Group Number 

Insurance Phone Number 

 

Policy Holder Name 

Policy Holder Social Security Number Policy Holder Date of Birth Policy Holder Employer 

Secondary Insurance State Insurance ID Number Group Number 

Insurance Phone Number 

 

Policy Holder Name 

Policy Holder Social Security Number Policy Holder Date of Birth Policy Holder Employer 

Behavioral Health Insurance State Insurance ID Number Group Number 

Insurance Phone Number 

 

Policy Holder Name 

Policy Holder Social Security Number Policy Holder Date of Birth Policy Holder Employer 

 

 I Do Not Have Insurance                    Annual Household Income $_____________________      Number in Household _______ 

 

  



Please check Yes or No after each statement and sign at the bottom Yes No 

I give permission for my child to be treated by the school-based health staff (including the 
administration of any over-the-counter medications deemed necessary).  A brief health history will be 
conducted during initial visit with medical provider. 

  

Services may include Medical Services.   

Services may include Behavioral Health Services.   

I certify that the information provided is accurate to the best of my knowledge.  I understand that 
providing incorrect information can be dangerous to the student/patient’s health.  I will contact school 
based health staff if any of my child’s medical history changes. 

  

I have reviewed FamilyCare Health Centers Notice of Privacy Practices (www.familycarewv.org).   

Release of Information and Payment Authorization:  I authorize the release of any medical or other 
information necessary to process my claim.  I also authorize payment of medical benefits to FamilyCare 
Health Centers for services provided. 

  

Consent and Acknowledgement of Privacy Practices:  I consent to the use and disclosure of my 
protected health information by FamilyCare Health Centers to any person or organization for the 
purpose of carrying out treatment, obtaining payment, or conducting certain healthcare operations.  
Protected health information used or disclosed by FamilyCare Health Centers may include HIV/AIDS 
related information, psychiatric and other mental health information, and drug and alcohol treatment 
information, as long as such information is used or disclosed in accordance with West Virginia and 
Federal law which may require you to provide specific authorization.  I understand that how FamilyCare 
Health Centers will use and disclose my information can be found in FamilyCare Health Centers Notice 
of Privacy Practices.  I understand that this consent is effective as long as FamilyCare Health Centers 
maintains my protected health information. 

  

Authorization for Exchange of Health & Education Information:  I hereby authorize FamilyCare Health 
Centers to exchange health and education records with my child’s school district for the purpose of 
providing care and treatment to my child, if applicable. 

  

Authorization for Exchange of Health Information:  I hereby authorize FamilyCare Health Centers to exchange health 

care records with my child’s PCP (Primary Care Provider) for the purpose of continuity of care and treatment of my child, 

as needed. 
 

My child’s Primary Care Provider/Pediatrician is: ______________________________________________________ 

This authorization is valid until I revoke this authorization or until my child no longer attends this school.  I understand 

that I may revoke this authorization at any time by submitting written notice of the withdrawal of my consent.  Any 

changes to parent/guardianship, address/phone number, or any change in medical information is my responsibility to 

inform FamilyCare Health Centers School Based Health Center.  I recognize that health records, if received by the school 

district, may not be protected by the HIPAA Privacy Rules, but will become education records protected by the Family 

Educational Rights and Privacy Act (FERPA).  I agree that a copy of this authorization is as valid as the original. 

 

The School-Based Health Center staff can provide a copy of the Privacy Notice upon request. 
 

By signing below, I understand and acknowledge the following: 

1) I have read and understand this consent. 

2) I have reviewed FamilyCare Health Centers Notice of Privacy Practices. 

 
Parent or Legal Guardian Signature 

 

Student Signature  (If over 18) 

Print Name 

 

Date 
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