


Southern West Virginia 

Health System 
Lincoln Primary Care Center Inc. 

School Based Health Center Behavioral Health Enrollment and 

Consent Form 

Student Name: 

Gender: D Male □ Female Race: D White □ 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.) _______________________ _
What specific mental health concerns do you have regarding your child? __________________ _ 

PHARMACY INFORMATION 

□ Lincoln Primary-Hamlin □ SWVHS-Guyan Valley □ SWVHS-Man □ SWVHS-Sand Plant □ SWVHS-Dennis Pharmacy

D Other _ _ _ _ _ _ __ Phone: _ _ _ _ _ _ __
All medications will be called in to the selected pharmacy, unless otherwise requested. 

PARENT(S) OR LEGAL GUARDIAN(S) 

Parent or Legal Guardian: _____________ Phone: Home _ _ _ _ _ _ _ __ Work/Cell _ _ _ _ _ _ _ _ _  _ 

Parent or Legal Guardian _____________ Phone: Home _ _ _ _ _ _ _ __ Work/Cell _ _ _ _ _ _ _ _ _  _ 

Emergency contact: ______________ Phone: Home _ _ _ _ _ _ _ __ Work/Cell _ _ _ _ _ _ _ _ _  _ 

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

* Psychiatric Evaluations * Psychotherapy

*Behavioral Health Modification Therapies

* Psychiatric Medication Management * Crisis Intervention

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

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

D Make a phone call to alert me that a note was sent home with a student. 

Updated by LPCC August 2025 

D Mail me the follow-up instructions. 
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