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 Parent(s) and/or Guardian(s):

Monroe Health Center will open our Craig County School Wellness Center for the upcoming 2016-2017 school year, starting Monday, August 15th, 2016. Nursing services ONLY will be available Thursday, August 11th and Friday, August 12th from 8:00 a.m. until 12:00 p.m. 
Description of Services
The wellness center gives your child an opportunity to be evaluated by a licensed healthcare provider without having to missing a great deal of class time. Parents and or guardians are not required to be present with their child to be evaluated, however, a consent form must be signed prior to treatment in order for services to be rendered.

There is no cost for services provided if you do not have insurance, however, if you do have insurance this will be billed at the time services are provided to your child. The co-pay and any deductibles for students will be waived.
The following services are provided:
· Preventative medicine services such as well child physicals

· Sports physicals, allergy injections, vaccinations, immunizations, prescriptions, lab testing, referrals, and follow up care

· Administration of medicine for minor health problems as appropriate

· Mental health counseling (ex. Stress/anger management, depression, anxiety, and substance abuse).

Staff Contact Information & Wellness Center Hours
The Monroe Health Center strives to provide exceptional care within all of our wellness clinics. If you have any concerns please feel free to contact us during wellness center hours or via phone at (540) 864-5070. 
Craig County Wellness Center Staff

Tina B. Howard, FNP

Audra Doyle, FNP

Joan Landolt, LCSW

Linda Johnson, M.A.

Hours of Operation
Monday
8:00 a.m. – 12:00 p.m.
Tuesday
8:00 a.m. – 12:00 p.m.
Thursday
8:00 a.m. – 12:00 p.m.
Friday
8:00 a.m. – 12:00 p.m.
Behavioral Health is offered on Thursdays from 10:00 a.m. until 3:00 p.m.
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ENROLLMENT & CONSENT FORM

2016-2017 SCHOOL YEAR
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Craig County Wellness Center

25239 Craig Creek Road, New Castle, VA 24127

 Phone:  (540) 864-5070
STUDENT INFORMATION 
                                                                                                                                                                                        Student Name:  ______________________________________________   Grade:  _______________________    
Address:  
________________________________________________ Birth date: 




City/State/Zip:  














Student SS#:  ________________________ Email:  ___________________________Cell:________________     
Gender:  Female or Male        Race:  White, Black, Hispanic or Other if so list:  






*Community health centers may need additional information as required by federal funding sources & regulations. 
PARENT / GUARDIAN INFORMATION

Father:  



 Phone (H)
  
 (W)

 (C) 

Email ____________
Mother:  



Phone (H)

 (W)

 (C) 

E-mail____________
Guardian:  



Phone (H)

 (W)

 (C) 

E-mail____________
Alternate Contact:


Phone (H)

 (W)

 (C) 

E-mail____________
CONSENT FOR WELLNESS CENTER SERVICES 
I, the parent/guardian of said student, give consent for my child to receive services at the wellness center.  I understand that this consent form is valid for the entire school year while my child is enrolled or until I provide the wellness center staff with written directions otherwise.
All healthcare information is confidential.  By signing the consent form you are giving the wellness center, school nurse and your child’s regular doctor (if applicable) permission to communicate and share medical information regarding your child’s medical condition on an as needed basis with the understanding that this information will continue to be treated in a confidential manner. No student will be denied access to health care services due to inability to pay.  As in any health center, there may be a charge depending on the service provided.  When available, insurance or Medicaid will be billed. The health center may release information regarding treatment to third party payors for billing purposes. 

Confidentiality between the student, parents and the health center is assured.  By law, some information requires the student’s signed consent prior to disclosure to anyone, including parents/guardians.  The staff will encourage every student to involve his/her parent/guardian in health care decisions.  I am the legal guardian of the above named child.  I understand that if guardianship changes a new consent must be signed by the legal guardian. I also understand that by providing an alternative contact, if I cannot be reached, medical information regarding the above named child will be shared between the medical provider and the alternative contact.   



________                                                                                                                       
                                                                                      Signature of Parent / Legal Guardian

             Witness Signature                                             Date                               
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                      Student’s name:  __________________________________

                                                                    HEALTH INFORMATION
1. Please list any allergies your child has 







____________
2. Please list any current medications your child is taking  __________________________________________
3. If we need to call in a prescription, which pharmacy would you like us to call? 



 

4. Please List your child’s regular doctor & phone number:  







5. List any chronic illnesses or past surgeries your child has had _____________________________________
6. Please initial here if you would like your child to have a physical exam completed at the Wellness Center:

_____My child has not had a physical exam within the last year.  If time allows, I would you like my child to have a comprehensive physical exam during the school year.

7. How often does your child go to the dentist?  At least once a year___  Only with toothaches___  Never___
8. When was your child’s last dental exam? 


  Name of Dentist: 



 
9. Immunizations:  
· Immunization Record Is Attached
· I give my permission for you to obtain my child’s immunization record
Signature: ________________________________Date:_________________________________

Child’s Insurance Information – Please check all that apply and send a copy of the front and back of your insurance card(s) 
· Primary Health Insurance:  
Name of Insured Parent / Guardian











Birth date of Card Holder




  SSN of Card Holder 






Address (if different from child) _____________________________________________________________
Place of Employment 













Name of Insurance Company 












Insurance Address 













Insurance Phone / Fax Number 












Group & ID Number 













· Secondary Health Insurance: 

Name of Insured Parent / Guardian











Birth date of Card Holder




  SSN of Card Holder 






Name of Insurance Company 












Insurance Address 













Insurance Phone / Fax Number 












Group & ID Number 













· Medicaid:  Unisys    Unicare     Carelink   (please circle one)    
Medicaid ID#: 




  Member ID# (Carelink) 






PCP/HMO Provider: 



  Provider Phone Number: 






· CHIP:  Name on Card: 




  Birth date of card holder: 





ID or PIN # on card: 



  Group #: 








· No health insurance / Request application for sliding fee / CHIP / Medicaid
If your child does not have health insurance we kindly ask that you provide us with your monthly gross income & # of people in your household.  This information is kept strictly confidential.  By providing this information you will help us to continue to receive federal grant money to provide services to your child.  

Gross Monthly Income:  _____________________ Number in Household:  _______________________

Student’s Name:  ________________________________

HEALTH INSURANCE PORTABILITY AND ACCOUNTABILITY ACT OF 1996

The Health Insurance Portability and Accountability Act (HIPAA) of 1996 requires all physicians and health care facilities to provide patients with a notice describing how an individual’s medical information may be used and disclosed, and how a patient may obtain access to their personal health information.  

Please note that a copy of this policy is located at the Wellness Center, can be obtained from our sponsoring center’s web site www.monroehealthcenter.com or can be mailed to you at your request. You must sign below, indicating that you have received notification on how to obtain a copy of our HIPAA policies, prior to the student receiving services.  
_______________________________


____________________

Signature of Parent/Guardian




Date

_______________________________


____________________

Signature of Witness



                        Date                                                                                                 
Students Name:  _________________________
Vaccine Administration Consent Form

“I have had explained to me about the vaccine I am about to receive. I have had a chance to ask questions that were answered to my satisfaction. I believe I understand the benefits and risks of such vaccine and ask that the vaccine be given to me or to the person below for whom I am authorized to make this request.”

“I understand that prior to each vaccination wellness center personnel will notify me of the date that each vaccine will be given and to answer any questions that I may have. I also understand that prior to each vaccination the wellness center staff will provide me with a current copy of the Vaccine Information Statement pertaining to the shot to be given.”

Information about the person to receive vaccine (please print)

______________________________________________________________________________               Name:          (Last)                                                             (First)                                (Middle) _____________________________________________________________________________              (Mailing address)                                                                                      (Telephone number) ______________________________________________________________________________                  (Date of Birth)                              (Age)                                                   (Social Security Number)                                                                                    ______________________________________________________________________________             (Printed name of parent/guardian; if patient<18yrs.old)                                        (Signature)                

I consent to the following vaccinations:

Human Papilloma Virus (HPV) dose1_____________________ (initial) ______________ (date)

Human Papilloma Virus (HPV) dose2_____________________ (initial) ______________ (date)

Human Papilloma Virus (HPV) dose3_____________________ (initial) ______________ (date)

Hepatitis B Virus dose1______________________ (initial) ________________________ (date)

Hepatitis B Virus dose2______________________ (initial) ________________________ (date)

Hepatitis B Virus dose3______________________ (initial) ________________________ (date)

Tetanus, Diphtheria, & Pertussis (Tdap) ______________________ (initial) ____________ (date)

Meningitis (Menactra) _______________________ (initial) ________________________ (date)

Polio (IPV) _________________________________ (initial) ________________________ (date)

Measles, Mumps, & Rubella (MMR) _______________________ (initial) ______________ (date)                      *All vaccination records will be reviewed to ensure that the patient has not had the vaccine in the past before any immunizations will be given
�











ENROLLMENT AND CONSENT FORM 2010-2011 SCHOOL YEAR
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ONLY FOR STUDENTS


11 YEARS & OLDER
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