ANYWHERE WELLNESS CENTER 

ANNUAL STUDENT INFORMATION UPDATE

Please Check One of the Following Options:
· My child has a previous consent on file with the Anywhere Wellness Center.  I am the legal guardian of this child and continue to consent to services as outlined in the original consent.  The information below is up to date and accurate to the best of my knowledge.
· My child does not have a previous consent on file with the Anywhere Wellness Center, but I would like to give consent.  I am the legal guardian of this child and am completing the information below after reviewing the parent information and consent information provided.  The staff will send a complete consent & health history form home with my child, and I will return this form to the Wellness Center.
Student’s Name: 




 Student ID #: 


 Grade: 

HOW CAN WE REACH THE STUDENT’S PARENT/GUARDIAN?

Parent/Guardian’s Name: 










Address: 












Home Phone: 




 
Work Phone: 





IF WE ARE UNABLE TO REACH YOU, WHO SHOULD WE CALL?

Name: 





 Phone: 






Relationship to the Student: 










Is your child allergic to any medications?    Yes:_____  No:_____
If yes, please list: 











Is your child taking any prescribed medications on a regular basis?  Yes: _____   No: _____
If yes, please list the medications and dose: 








Have there been any major changes in your child’s health since the last school year?  (For example, a newly diagnosed illness, a surgery, a hospital stay, etc.) 


















When was your child’s last Tetanus shot? 








PLEASE UPDATE THE FOLLOWING INSURANCE INFORMATION. (If possible, provide a copy of your insurance card)
1.  Do you have private insurance?  Yes: ___ No:___   

     If yes, please provide us with the following information unless a copy of your card submitted.

Name of insurance company:  










Address (listed under “Submit Claims to”): Street or Box: 






City: 






State: 


Zip: 



Insurance company’s phone number:  (_ _ _ ) 








Policy number: 





Group #: 





Name of person named on insurance policy: 








Home address of insured: 










Insured’s Social Security number: 









Name of employer: 











2.   Do you have a Medicaid Card for your child issued by the Department of Health and Human Services?  Yes:  ___   No: _____

If yes, please write down your card number (the MAID#): 






Name of PAAS provider if listed on card: 








3.  Is your child eligible to receive free or reduced-priced meals at school? Free:___ Reduced:___ No:_​​​__
Parent/Guardian Signature:___________________________________ Date: 
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