Southern West Virginia

Health System

Lincoln Primary Care Center Inc.

Hello Parent(s),

Lincoln Primary Care Center/Southern West Virginia Health System provides school
based health clinic services at the school your child attends. This is a great benefit to many
families because it allows your child to seek medical treatment right at the school thus
decreasing the amount of time they are away from the classroom instruction. The school
based health clinics provide many services including treatment of acute or chronic illnesses,
well child exams, sports physicals, immunizations, behavioral health counseling, and health
education. If you grant permission for your child to be seen at the school based health
clinic, you will receive a telephone call or a note sent home each time they are seen at the
clinic so you will clearly understand what was discussed with your child.

If you would like to grant permission for your child to use the school based health
clinic you must complete the following attached forms and return them to school as soon as
possible. Your child can not receive services at the clinic unless these forms are completed
and are on file at the clinic location.

e School Based Health Center Enrollment and Consent Form
e Notice of Privacy Practices Acknowledgement
e HealthCheck Health History Form

The services of the health clinics are provided in partnership with Lincoln Primary
Care Center, Inc., the Logan County Board of Education, the Lincoln County Board of
Education, and/or the Boone County Board of Education. These services are funded in part
by grants through the West Virginia Division of Primary Care. Please feel free to contact
the school-based health clinic to learn more information about the services provided.

CRHS Tiger Center for Health: 304.855.0245
Logan Wildcat Center for Health: 304.688.9949
Pioneer Health Center: 304.583.7295
Duval Yellow Jacket Center for Health: 304.824.3033
Hamlin Bobcat Health Center: 304.824.3036 ext. 2915
Guyan Valley Wildcat Center for Health: 304.824.5707
LCHS Panther Center for Health: 304.824.6090
Mustang Health Center 304.756.1007
Ranger Health Center: 304.778.3084
Sherman Elementary Health Center 304.837.3100
Sherman Junior/Senior High Health Center 304.837.3399
Van Elementary Health Center 681.581.6074
Van Junior/Senior High Health Center 681.581.6072



School Based Health Center Enrollment and Consent Form

Student Name:
Gender:[_] Male [ Female Race:[_1White [Black [] Hispanic [ other Phone:
Address:
PO or Street City State Zip
Birthdate: S.S.N. Grade: ___ School:
| HEALTH INFORMATION
1) Physician’s Name: Phone#
2) Does your student:

Have any medication/drug allergies? If so, what are they allergic to?
Have any other allergies we should be aware of (eggs, bees, etc)?
Take any medications on a daily basis?
Have any chronic illnesses (Asthma, Diabetes, Anemia, etc.)

3) Does your child receive Occupational Therapy (OT) services at school? Yes NOE
4) Does your child receive Speech Therapy (ST) services at school? Yeg No|
5) Does Child’s insurance cover immunizations? []Yes [JNo [] Uncertain
Immunizations: Please provide a copy of your child’s most recent immunization record.
| PHARMACY INFORMATION
[J Lincoln Primary-Hamlin [JSWVHS-Man [0 SWVHS-Sand Plant [ ]Dennis’ Pharmacy
[] other Phone:

All medications will be called in to the selected pharmacy, unless otherwise requested.
| PARENT(S) OR LEGAL GUARDIAN(S)

Father: Phone: Home Work/Cell
Mother: Phone: Home Work/Cell
Legal Guardian: Phone: Home Work/Cell
Emergency contact: Phone: Home Work/Cell

| Services Provided by LPCC/SWVHS School Based Health Centers |

Treatment of Acute and/or Chronic Illness Physical Exams- Well Child/EPSDTs and Sports Counseling
Immunizations Health Screenings Lab Tests (including but not limited to Influenza, Strep, COVID-19, etc)
| I would like my child to have aDComprehensive Physical Exam (EPSDT/Well Child) |:| Sports Physical D Immunizations |

The Health Center will attempt to call a parent/guardian when the child presents at the Health Center to be seen. If we are unable to
reach parent/guardian by phone, please indicate how you would like for us to notify you that the student has been seen by the
Provider.

|:| Send a note home with the student. |:| Notify me by the patient portal.

|:| Make a phone call to alert me that a note was sent home with student. |:| Mail me the follow-up instructions.

I understand routine services such as sports physical exams, treatment of acute illnesses, and provision of over-the-counter
medications (i.e. Tylenol) may be provided without prior notification of parent.



MEDICAL INSURANCE INFORMATION: Please check all that apply/or Provide copy of card.

a Medicaid: child’s number: (additional information may be required).
*Please check appropriate plan: O Coventry 0 Unicare [ Mountain Health Trust [} Molina (straight) Medicaid

*Doctor listed on card: Phone:

CHIP (Children’s Health Insurance Program) number:

O Primary Medical insurance:

Insured parent/guardian Insured Date of Birth Insured SSN

Insured Address (if different from child) Phone Number

Insurance company name/address Phone Number

Group Number ID Number

Insured’s Employer Phone Number

d Secondary Medical insurance:

Insured parent/guardian Insured Date of Birth Insured SSN

Insured Address (if different from child) Phone Number

Insurance company name/address Phone Number

Group Number ID Number

Insured’s Employer Phone Number

o My child is uninsured, and I would like information regarding reduced fees (sliding fee) and/or CHIP.
»  Gross Family Income per month: Family size:
(Due to Federal Funding, we are required to request this information.)

I, the parent or guardian, gives consent for treatment of the health services listed on this form, while my child is a student of the Logan or
Lincoln County Board of Education this school year. [ understand and agree to the use of clinical photography for medical records ONLY. 1
understand that not all school-based health centers are located in the school and my child may be seen in a building adjacent to the school
building. I accept responsibility for payment of all charges and fees for services rendered by Lincoln Primary Care Center/Southern West
Virginia Health System to the student listed above. I further authorize that any insurance benefits be paid directly to the institution which
provided the services. I agree to the release and disclosure of medical information required to verify coverage or process insurance claims.
LPCC/SWVHS will bill your insurance carrier on your behalf for charges related to the services provided by our employees in our facility.
Please note that you are responsible for the full amount of your account that is not covered by insurance (with the exception of certain
government insurance plans). I understand that the services provided by the health center are billable to all insurance companies and I am
responsible for any amount not paid by my insurance. By signing the consent form I am giving the SBHC, school nurse and my child’s regular
doctor (if applicable) permission to communicate and share medical information regarding my child’s medical condition on an as needed basis with
the understanding that this information will continue to be treated in a confidential manner. Other information will only be shared with persons
outside of the health center staff with parental or guardian consent.

I authorize LPCC/SWVHS and its’ providers to access information about the student’s prescriptions through a prescription exchange called
SureScripts. This information helps the treatment team care for the patient in a safer and more efficient manner, especially if they are unable to tell
the exact names and dosages of their medications.

I understand that I may withdraw consent at any time by contacting any member of the staff in writing or by phone.

Signature of Parent/Legal Guardian (relationship to student) Date
LPCC Revised August 2020
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