Sample Consent and Enrollment Form for WV School Based Health Centers

Developed by the WV SBHC Clinical Quality Improvement Team
Introduction
The following sample consent and enrollment form and recommended variables were developed based upon national best practice guidelines, WV SBHC site examples, and legal review.   Each variable listed is recommended as the minimum information suggested for a WV SBHC consent and enrollment form.  This information should be used as a guide and should be revised by each SBHC to reflect the specific procedures followed by the sponsoring organization.  Under federal and state law, minors may obtain treatment for venereal disease (WV Code 16-4-10), family planning and prenatal care services (WV Code 16-29-1(b)) and substance abuse treatment services (WV Code 66-2-23, 60-5-504(e) without the knowledge or consent of a parent or guardian.  The health records for these services are also protected from disclosure.  As such, a special permission for those services is not included. 

 The information provided in this document does not constitute, and is no substitute for, legal or other professional advice. These materials and other tools can be found at the WV School-Based Health Assembly website: www.wvsbha.org.  
Recommended Check-List for Sample Consent and Enrollment Form
· Student Information*: name, address, e-mail, student social security number, grade, birth date, gender, race, cell number  * additional information as required for community health centers
· Parent/Guardian Information: name, e-mail, contact information, alternative contact information
· Consent for Services: consent for services language, time frame of consent, confidentiality and communication, billing policy, signature line of parent/guardian and date

· Health Information: basic medical including allergies, medications, chronic illnesses,  Doctor’s contact information, physical exam request, dental information, pharmacy, military information and immunization record (request to attach or permission to obtain with parental signature)
· Insurance Information: name, birth date and address of insured, type of insurance, provider identification and information for primary and secondary insurance, copy of front/back of card
· Notice of Privacy Practices and Signature (separate form attached to consent)

· Fact Sheet on Your SBHC (sample is attached): SBHC definition; Center Overview, Services, Staffing, Hours and Coverage, Billing and Costs, and Confidentiality 
A special thank you to the following individuals and partners for their contributions:
 WV School-Based Health Assembly Executive Team

SBHC Quality Improvement Team Members:  Mary Grandon, Dr. Pat Kelly, Judy Kohler, Teri Harlan, Joan Skaggs, and Terri Bliziotes
Legal Review:  Jessica Wehrle, WV Primary Care Association
Facilitation:  Becky King, WV School-Based Health Assembly
Technical Assistance Support:  Paula Fields. Marshall University TA Team 
For additional information, please contact Mary Grandon with the Marshall University Technical Assistance Team at grandon@marshall.edu
SBHC Name

ENROLLMENT AND CONSENT FORM

SBHC Address/Phone / Fax / Email

STUDENT INFORMATION *
Student Name:  ________________________________     Student SS #:  







Address:  
__________________________________________Email Address ________________________
City/State/Zip:  














Cell:__________________________     Grade: _________    Birth date: 






Gender:  Female or Male        Race:  White, Black, Hispanic or Other if so list:  





*Community health center sponsors may need to add additional information as required by federal funding sources and 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 SBHC (School Based Health Center) SERVICES 
I, the parent/guardian of said student, give consent for my child to receive services at XXX SBHC.  I understand that this consent form will be good until my child leaves/ graduates school or until I provide the Center staff with written directions otherwise.

All healthcare information is confidential.  By signing the consent form you are giving the SBHC, 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






Date

PLEASE SEE OTHER SIDE

Health Information (Additional health, family & developmental history may be collected by your site)
1. Please provide any medical information that we should know about your child (allergies, medications, chronic illnesses, surgeries, etc.) 











2. Doctor’s name / phone number:  










3. Please initial here if you would like your child to have a physical exam completed at the SBHC:

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


  Name of Dentist: 




6. If we need to call in a prescription, which pharmacy would you like us to call? 




7. Is someone in your immediate family in the military?  If so, what is the relationship:  




8. 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
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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 there is an attached copy of HIPAA to this consent form, for the parent/guardian of the student receiving medical or mental health counseling services at [SBHC Name].  You must sign below, indicating that you have received a copy of our HIPAA policies, prior to the student receiving services. 

I certify that a copy of the Health Insurance Portability and Accountability Act of 1996 was provided with the [SBHC Name]’s consent form, to the parent/guardian of ________________________ on this date. 

Student Name 

_______________________________


____________________

Signature of Parent/Guardian




Date

_______________________________


____________________

Signature of [Center] Health Staff



Date

Sample School Based Health Center Fact Sheet

This is a sample SBHC fact sheet that should be revised to reflect the specifics for your SBHC. It is recommended that each SBHC have a fact sheet or brochure describing their SBHC to include with their consent and enrollment form. 

What is a School Based Health Center?

School-Based Health Centers are health clinics that bring preventive and immediate care, as well as counseling, health education, and sometimes dental care, to children and adolescents at schools. 

Overview of SBHC:  Name of Center, Sponsoring Organization, Location, Starting Date, Contact Name and Information for Further Questions
Description of services offered
Hours & Coverage: The SBHC is open _____ during the school day (each SBHC should note additional operating hours).  Although appointments are preferred, students may be seen on a walk-in basis, depending on the problem and availability of the staff.  If necessary, appointments are available before or after school.  If a student does not have a primary care provider he/she will have phone access to health care providers during the evening, weekends and vacations by dialing the SBHC phone number.  A recorded message will direct the caller to the provider on call. 

Staffing:  Staff at the SBHC is highly qualified and experienced in providing health care to young people.  The Nurse Practitioner or Physician Assistant works in collaboration with a physician and is qualified to diagnose, treat illness and prescribe medications. The SBHC staff work with, but do not replace your family doctor or school nurse.  
Billing & Costs:  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.  Patients/parents [are/are not] responsible for insurance co-pays and unmet deductible amounts.  Students eligible for the free/reduced lunch program may qualify for CHIPS or Medicaid.  Families with private insurance may also qualify for some programs to assist with the cost of care.  Information about various programs and how to apply is available from the health center staff.  The SBHC depends upon the ability to collect payment from your insurance carrier in order to maintain the current hours of the SBHC.
Confidentiality:  Confidentiality between the student, parents and the health center is assured.  The staff will encourage every student to involve his/her parent/guardian in health care decisions.  Since one purpose of healthcare is to reduce high-risk behaviors of some youth, it is important for the students to feel they can have a confidential relationship with their health care provider.  By law, some information requires the student’s signed consent prior to disclosure to anyone, including parents/guardians.  This also assures development of trust between students and the health center. 
Sample Consent and Enrollment Form Finalized by CQI Team on September 14, 2009
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