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SCHOOL-BASED WELLNESS INFORMATION FORM
If you would like your child to participate in the Life Health Center School Wellness Program, please complete.

Student Name ______________________________________ Date of Birth_____ /_____/_______  Sex at Birth:  □ Male □  Female 
Address ____________________________________________________________________________________________________
Street 					City 		     State		            Zip 
School _____________________________	Teacher _______________________     Grade _____________    Room _____________

	What is your child’s ethnic background?  

	□ Black/African-American
	□ Native Hawaiin/Other Pacific Islander
	□ American Indian/Alaskan Native

	□ White/Non-Hispanic
	□ Two or More Races
	□ Other __________________________

	□ Asian
	□ Latinx:	□ Mexican □ Puerto-Rican □ Cuban □ Dominican □ Other


		 
Best ways to contact you:
	
	Legal Guardian #1		
	Legal Guardian #2

	Name
	
	

	Home phone number  
	
	

	Relationship to child
	
	

	Best time (circle one)
	Morning      Afternoon       Night       Anytime
	Morning      Afternoon       Night       Anytime

	Cell phone number     
	
	

	Work number	          
	
	

	Email address             
	
	

	Best Language?            
	□ English   □ Spanish    □ Other  ___________
	□ English   □ Spanish    □ Other  ___________



□ Please check if the child lives with someone else. If checked, please complete below.
Name: ______________________________________ Relationship to Child: _____________ Phone Number: ___________________
EMERGENCY CONTACT INFORMATION  
Name: ______________________________________ Relationship to Child: _____________ Phone Number: ___________________
Name: ______________________________________ Relationship to Child: _____________ Phone Number: ___________________
	Medication(s):
	Yes            No 


	Mental Health Counselor:
	Yes            No 



	Allergies:
	Yes            No 


	Primary Care Doctor:
	Yes            No 





FAMILY ACCESS TO WELLNESS AND VIRTUAL SERVICES: PLEASE ANSWER “YES” OR “NO”
	Do you have wifi/internet in your home?
	□ Yes  □ No

	If no, would you like help getting internet services?
	□ Yes  □ No  

	Do you have a working smart phone or computer with camera and microphone?
	□ Yes  □ No

	Do you need support with accessing food for your family?
	□ Yes  □ No

	Do you receiveother service support for the following? 
	□ Housing/Shelter  □ Food  □ Clothing □ Utilities  □ Medicaid

	Is there anything else we need to know about your child?
	_________________________________________________________

	______________________________________________________________________________________________________________





Child’s Name: ___________________________ DOB: ____________
RELEASE OF SCHOOL RECORDS AND CONSENT FORM
PLEASE NOTE THIS CONSENT FORM IS VALID AND EFFECTIVE FOR THIS STUDENT THROUGH THE END OF THEIR ENROLLMENT IN THIS SCHOOL UNLESS OTHERWISE REVOKED BY YOU.
This record release authorizes the School to release to the Life Health Center any Education Records, as defined in the Family Educational Rights and Privacy Act, pertaining to my child, _____________________________.  I represent under penalty of perjury that I ___________________________ am the legal guardian or parent.  I understand I can revoke this release in writing at any time, but a revocation is not effective until received.  In addition, my signature below also authorizes the Life Health Center to work with the above named child in accordance with the directions noted below. This consent is valid for their enrollment at this school.
BY SIGNING BELOW, I understand that:
· Participation is voluntary.
· I authorize LHC to share necessary health and treatment information with my child’s school nurse or wellness center staff for care coordination.
· I acknowledge that I have received (or have access to) LHC’s Notice of Privacy Practices describing how my child’s medical information may be used and disclosed.
· My child will participate in the Wellness Center’s prevention programs which will contain a behavioral questionnaire, but will NOT receive treatment without me being notified first.
· The Life Health Center provides services through the School and all the parties listed as a part of the collaboration can review and share all written and verbal information concerning my child on a need to know basis, including school records, medical records, and clinically appropriate recommendations to school administrators and nurses in the best interest of my child and family.
· The Life Health Center will only use or take a picture of my child for identification purposes.
· The Life Health Center School Wellness Program may use telemedicine (video) to provide behavioral and physical health services. If video is used, there will be no recording of the video.
· The services at the Wellness Center are FREE to you, the parent, but your insurance will be billed if you have insurance.  You may have to pay for things done outside of the Wellness Center like prescriptions, labs, and telemedicine visits with other providers.
Below is a list of services that we offer. If you do NOT want your child to get any one of these services, please CROSS IT OFF the list.  
	Physical Health
	Behavioral/Emotional Health
	Dental Health

	· Evaluation and treatment of minor illness or injury
· Immunizations and vaccines 	
· General check-ups and physicals
· Screening for medical problems
· COVID testing
	· Evaluation for healthy habits
· Group counseling and therapy 
· Individual and family therapy
	· Screenings



What is your child’s health insurance?       □ None  		□ Medicaid 		□ Private 
____________________________________________________________________________________________________________
Insurance Carrier 			Policy Number 				Group Number

NOTE: The below Parent/Legal Guardian Signature authorizes both the release of School Records to Life Health Center and treatment of this Child by the Life Health Center.
___________________________________________________________________________________________________________
*Signature of Parent/Legal Guardian		                                                                Date 
*For Electronic Senders-Sending this authorization for services form using the Life Health Center website is secured by Caldera Forms and Word Press using a HIPAA compliant encryption program.  Please note that sending this form or any other medical form using an unsecured method of delivery can compromise the safety and security of protected medical information.  Life Health Center will not accept or be responsible for forms sent using an unsecured method of delivery.     
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