
School-Based Health Enrollment Consent Form

Name:

NO HEALTH INSURANCEHEALTH INSURANCE (Private Insurance, Medicaid, ID Number/Policy Number, Chip, etc.)

Race: Caucasian Black Hispanic Other

Lives with:

Student Date of Birth

Mailing Address

City

Parent or Legal Guardian Name

Parent or Legal Guardian Name

Mother Maiden Name

Name of Insurance Company

Insurer Name

1) Doctor’s Name:

Annual Well Child Exam Immunizations Sports Physical ($22)
2) Please Check the following services you want provided to your child during the current school year in the school health center:

3) Does your child have any allergies? Please list

No Over the Counter Medication (OTC) will be given to a child who does not have a registration/consent of the for the current school year. I grant permission for the
School Health Center clinical staff to administer the following OTC medication to my child as he/she requests. I and my child understand that a total of only three OTC 
medication will be administered in the course of one school year. Frequent requests for OTC medications could suggest the need for an examination by a healthcare provider.

The Valley Health Systems Notice of Privacy Practices are posted in the Health Center. Also, I may obtain a Notice of Privacy Practices by contacting the School Health Center or Valley Health Systems
(304-525-3334) office. The Notice of Privacy Practices describes the types of uses and disclosures of my protected health information that might occur for my treatment, payment of my bills or in the performance 
of Valley Health Systems healthcare operations and for other purposes that are permitted or required by law. It also describes my rights to access and control my protected health information. The Notice of Privacy 
Practices is also posted on the Valley Health Systems website at www.valleyhealth.org. I understand that Valley Health Systems reserves the right to change the privacy practices that are described in the Notice of 
Privacy Practices. I may obtain a revised Notice of Privacy Practices by calling the Valley Health Systems office and requesting a revised copy to be sent in the mail or asking for one at the time of my next appointment, or 
accessing the Valley Health Systems website at www.valleyhealth.org.

I, the parent/guardian of said student, give consent for him/her to receive health services. I understand those services may include nursing care, medical treatment – in-person or via telehealth, and behavorial health; 
and that all healthcare information is confidential. Routine information that is part of the school health record may be shared by the school health center with the county school nurse or designee and the county school 
nurse or designee may release my child’s health record information to the school health center. Other information will only be shared with persons outside of the health center staff with my or my child’s permission, unless 
legally obligated otherwise. I may withdraw consent at any time by contacting any member of the staff in writing. The health center may release information regarding treatment to third party payors for billing purposes. I 
understand that an attempt will be made to notify me of any service rendered to my child either by phone contact or letter. I also understand that I am responsible for any co pays or deductible set forth by my insurance.

By signing this consent form, (1) you are agreeing to accept the risks of medical procedures, medication, testing (including HIV), and other treatment, (2) you are agreeing to abide by the VH procedures and patient 
responsibilities set out in this form, and (3) are granting Valley Health permission to bill my insurance for services provided. I acknowledge that I have read this form and the informed consent form for telehealth services, 
or had this form and telehealth consent read and explain to me, that I understand it and agree to its content. I agree to be truthful in providing information.

These are the OTC medications we may administer: 

Signature of Parent/Guardian

Signature of Parent/Guardian

X

X

Date

Date

Tums (Antacid) Cough Drop Ibuprofen Hydrocortisone Cream 1%  Tylenol Triple Antibiotic Cream

4) Should your child need medication, what pharmacy would you like the prescription sent to?
Pharmacy Location Phone Number

Current Medications:

Insurer SSN Insurer Date of Birth Place of Employment

Billing Address

ID Number/Policy Number Group Number

Phone Number

Name: Name:Phone:

Please list any individual(s) other than yourself who have permission to bring your child to a Valley Health Center for healthcare services:

Phone:

Other Information

Phone Number (Home or Cell)

Phone Number (Home or Cell)

Phone Number (Work)

Phone Number (Work)

Email Address

Email Address

State Zip Code

Social Security Number Grade

Father Mother Both Other:

PARENTS/LEGAL GUARDIANS

HEALTH INFORMATION

CONSENT FOR OVER THE COUNTER MEDICATION ADMINISTRATION

NOTICE OF PRIVACY PRACTICES/PARENTAL CONSENT

INSURANCE INFORMATION Please check all that apply and send 
in a copy of insurance card(s).

Gender:

Asian American Indian 
Alaska Native

More than one race


