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PARENT/ GUARDIAN/ CLIENT CONSENT FORM

(Please read and complete front and back)

Student Name: Date of Birth: Age:

Gender: Grade: School:

SERVICES THAT MAY BE PROVIDED AT THE ADOLESCENT WELLNESS CENTERS (GRADES 6-12)

N

Screening/nursing assessments

» Basic lab tests including blood glucose and urinalysis

»  Sick Care/ Minor lliness

»  First Aid for minor injuries

» Care Coordination for Chronic lliness & Injuries

»  Over-the-Counter Medication administration

»  Immunization assessment and administration

» Health Education

> Referrals to primary care or specialty services

> *Mental Health Services, Counseling, and Referrals

»  *Physical/ Sexual Abuse Counseling and Referrals

» *Substance Abuse Education, Counseling, and Referrals
» *Pregnancy Testing, Counseling, and Referrals

» *Sexually Transmitted Infection Testing, Treatment, and Referrals
» *HIV Testing, Counseling, and Referrals

(*) Current Michigan Law allows for confidential services to minors in these areas. They do not require parental consent.

SERVICES NOT PROVIDED:
NO distributing or prescribing of family planning drugs or devices
NO abortion counseling, referrals or services

ooe

SIGNATURE OF PARENT/GUARDIAN/SELF: DATE:

| give my consent for the above-named student to receive all services as indicated in this document.

If you do NOT want your child to be given any over-the-counter medications (i.e. Tylenol), check this box.

If you do NOT want your child to receive immunizations, check this box. Immunizations will not be given without specific written
or verbal consent of the parent/guardian. Visit Michigan VIS for the most current Vaccine Information Statements (VIS).

By signing this consent form, | certify that | am the legal guardian and legal custodian of the student named above.

| understand that it is not necessary to renew my consent yearly, but it is necessary to have updated address, phone,
insurance, and my child's current health information. | further authorize the Adolescent Wellness Center (AWC) to release
information regarding freatment to the following: AWC Staff and its’ subcontractors, school staff (when needed to coordinate
services at school), and third-party payers when needed for payment of services.

| understand | may withdraw my consent for services at any time upon prior written nofice.

| authorize both the AWC and my child’s primary care provider to exchange health care information for the purpose of
continuity and coordination of care.

| understand that my child may have the opportunity to participate in educational programs related to health and wellness
topics and have the opportunity to give feedback on services and programs through surveys or focus groups.

| understand that my child may be administered a behavioral risk assessment (RAAPS) during their appointment at our clinic.
| understand that testing for bloodborne diseases, including HIV/ AIDS, may be performed upon a patient without separate
written consent in the event that a healthcare professional receives a cut or exposure to my child’s blood or body fluids.

| understand that services are provided with charges based on the client’s income, and | understand that no one will be
denied services regardless of ability fo pay.

| understand that my privacy and health information will be handled in a confidential manner as required by the Health
Information and Privacy Act (HIPAA) as set forth by DHD #10 (see attached notice).

lunderstand that telehealth may be an appropriate service. All existing laws that apply to face-to-face services also apply

fo telehealth.

| understand reasonable and appropriate efforts have been made to eliminate any confidential risks associated with telehealth.

l understand telehealth can include consultation, tfreatment, fransfer of medical/mental health data, emails, telephone
conversations and/or education using interactive audio, video, or data communications.

It is not within the counselor’s scope of practice to complete custody evaluations. Therefore, counselors will not be testifying

in custody cases.

PH#:

Office Use Only: RETURN TO: The Wellness Center (Turn Over and Complete)

CLINICAL CONSENT FORM (SWP) — SCHOOL HEALTH DIVISION — DHD#10 (rev. 7/2024)



https://www.michigan.gov/mdhhs/adult-child-serv/childrenfamilies/immunization/providerinfo/vis

ADOLESCENT WELLNESS CENTER
Registration/ Billing Information

Demographic Information

Student Name Birthdate Race OCaucasian/White OBlack/African American

OAsian ONative Hawaiian/Pac Islander OMulti-Racial
Ethnicity OArab OHispanic ONon-Arabic/ Hispanic

Address City Zip Code

Student Cell #

Parent/ Guardian Relationship to Student

Parent Phone #

Parent Work Phone #

Emergency Contact Relationship to Student Phone #
Does Student live with parents? Yes No Ifnof, where?
INSURANCE *Please, fill out completely. (**see below)
None/Uninsured (please contact me to help obtain MI Child/ Healthy Kids health insurance for my child) Yes No
Medicaid/ MI Child Blue Cross/ Blue Shield Priority Other:

MI Health (Student’s Card Number:

Policy # Group #
Member Name Birth Date Social Security # Relationship to Student
Member Employer Employer Address Does your insurance pay for immunizations?

Yes No

SECONDARY INSURANCE (if applicable)

Medicaid/ Ml Child Blue Cross/ Blue Shield Priority Other:
Policy # Group #
Member Name Birth Date Social Security # Relationship to Student
Member Employer Employer Address

Does your in

surance pay for immunizations?
Yes No

* PLEASE NOTE: SERVICES ARE NOT DENIED BASED ON INABILITY TO PAY.
** PLEASE COPY FRONT AND BACK OF INSURANCE CARD(S) AND RETURN IT WITH THIS FORM.

Parent/Guardian/Self Initials

CLINICAL CONSENT FORM (SWP) — SCHOOL HEALTH DIVISION — DHD#10 (rev. 7/2024)




CLIENT MEDICAL HISTORY

NAME OF PRIMARY CARE PROVIDER: DATE OF LAST PHYSICAL EXAM: DATE OF LAST DENTAL EXAM:
MONTH: YEAR: MONTH: YEAR:

MEDICATION ALLERGIES: [Cdves Cno | OVERNIGHT HOSPITALIZATIONS: Cdves [Ino | MEDICATIONS (prescription, L1ves [Ino
over the counter, and/or vitamins):

TYPE: REASON:

FOOD ALLERGIES: Cdves [INo| SURGERIES: Llves [Ino
NAMES AND DOSAGES:

TYPE: TYPE:

ALLERGIES (i.e. dust, pollen, etc.):  Llves LINno| BROKEN BONES: Clves [nNo

TYPE: DESCRIBE:

BEE STING ALLERGY?2 [Jves [INo| PREFERRED PHARMACY:
L
ADD/ADHD Lves [INo| ASTHMA Clves Cino | DIABETES (high blood sugar) CIvEes [INO
LD/ SPECIAL NEEDS [1ves [ Ino| HEADACHES/ MIGRAINES CJves [INo | CANCER [1Yes [INO

|EP C1¥Es [CINO 504 [C1ves [INo| HEART PROBLEM [dves [INvo | STOMACH PROBLEMS [IvEs [INO
SEIZURE Clves CINno| MURMUR Cves [COno | KIDNEY/ URINARY PROBLEMS CIves [Ino
ECZEMA/ RASHES [CJves [INo | HYPERTENSION (high blood pressure C1Yes CINe | DEPRESSION L1YEs [INO
ANEMIA (low iron/ blood count) Clves [Ino | FAINTING [ves [ INo| ANXIETY [IvEs [CINO
OTHER (please specify): | DOES YOUR CHILD SEE A MENTAL HEALTH THERAPIST2  Cves CINo

Additional Information:

FAMILY MEDICAL HISTORY

Cives COvo | ASTHMA/ EMPHYSEMA/ COPD OOMOM CDAD CSIBLING CJGRANDPARENT CJOTHER:
Cives Cino | HYPERTENSION (high blood pressure) OOMOM CDAD OSIBLING CJGRANDPARENT CJOTHER:
Clves LINo | HIGH CHOLESTEROL COMOM CDAD CISIBLING CJGRANDPARENT CJOTHER:
Cives CINo | CANCER (please specify type) COOMOM CDAD CISIBLING CJGRANDPARENT CJOTHER:
Clves OIvo | DIABETES (high blood sugar) COOMOM CDAD CISIBLING CJGRANDPARENT CJOTHER:
Clves CINo | STROKE COOMOM CDAD CISIBLING CJGRANDPARENT CJOTHER:
Clves CIno | SEIZURES COOMOM CDAD CISIBLING CJGRANDPARENT CJOTHER:
Clves CINo | KIDNEY PROBLEMS COOMOM CDAD CISIBLING CJGRANDPARENT CJOTHER:
Clves CINo | HEART PROBLEMS COMOM CDAD CISIBLING CJGRANDPARENT CJOTHER:
Clves CINo | MENTAL HEALTH CONCERNS (please specify) COMOM CDAD CISIBLING CJGRANDPARENT CJOTHER:
Clves CINo | DEATH UNDER AGE 50 OMOM CDAD OSIBLING CJGRANDPARENT CJOTHER:

% CAUSE:

Clves CINo [ OTHER COMOM CDAD OSIBLING CJGRANDPARENT CJOTHER:

Additional Information:

RESOURCE ASSISTANCE

WOULD YOU LIKE MORE INFORMATION REGARDING MENTAL

2
WOULD YOU LIKE INFORMATION FROM OUR STAFF REGARDING THE HEALTH SERVICES FOR YOUR CHILD? DYES  OINO
FOLLOWING?

ARE YOU CONCERNED ABOUT YOUR INCOME MEETING THE BASIC

2
-OPTIONS FOR HEALTH INSURANCE? OOYES  OONO NEEDS OF YOUR FAMILY? LIYES  DINO

Please circle concerns:

-FINDING A HEALTH CARE PROVIDER? OOYES [OONO OFOOD OCLOTHING OHOUSING
(doctor or nurse practitioner) OTRANSPORTATION TO MEDICAL OR SCHOOL APPTS
COHEAT/WATER BILLS

IF YOU ANSWERED YES TO ANY OF THE ABOVE, A MEMBER OF OUR

-FINDING A DENTIST? OYES  ONO

STAFF MAY CONTACT YOU.
SIGNATURE OF PARENT/GUARDIAN: DATE:
For office use:
Reviewed with client: DATE:

CLINICAL CONSENT FORM (SWP) — SCHOOL HEALTH DIVISION — DHD#10 (rev. 7/2024)

The Adolescent Wellness Center is operated by District Health Department #10 with major funding from the Michigan Departments of Health and Education.



DISTRICT HEALTH DEPARTMENT #10 CLINIC SIGNATURE FORM

Patient Name: Birthdate:

| give my permission to District Health Department #10 to release my medical information to my
medical insurance provider as required for billing purposes.

If your service(s) are not a covered benefit under your insurance plan, and you have not met your
deductible and/or co-pays or are out of network, you will be billed for the cost of service(s) and/ or
administration fees as directed by the state of Michigan.

| acknowledge receiving a current Notice of Privacy Practices on from District
Health Department #10. (date)

| understand that the notice contains my rights and the Health Department’s responsibilities with
regard to my protected health information.  have had a chance to ask questions that were
answered to my satisfaction. | understand the benefits and risks of the specific service(s) and | ask
that the service(s) | have requested be given to me, or the person named above for whom | am
authorizing to make this request and | ask that the administration of the service(s) be recorded.

Signature of Parent/Guardian: Date:

*For more information about the GLHC, and your rights associated with the transmission of your information through this and
other health information exchanges, please contact Christine Lopez via email: clopez@dhd10.org

CLINICAL CONSENT FORM (SWP) — SCHOOL HEALTH DIVISION — DHD#10 (rev. 7/2024)
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District Health Date
Department *10 PH#

Healthy People, Healthy Cormmunities Location

Declaration of Income & Consent

| affirm that all income, insurance, and payor information provided to District Health Department #10 is
accurate and current. | further declare that | have read and understand all the content regarding consents
below.

CONSENT FOR CARE

| consent to become a client or consent to my minor child to become a client of the District Health Department
#10 (DHD#10). | understand that DHD#10 has a variety of programs for which | may be eligible, and that some
of these programs have their own specific consent forms. | acknowledge that | am advised to remain in the
clinic for fifteen minutes following treatment for observation of a possible adverse reaction to medications. |
do not hold this agency nor its agents responsible in the event of an adverse medication reaction.

| understand that services offered by DHD#10, are confidential and that my information will not be disclosed
without my consent, except when required by law. General information may be used for statistical purposes
only. | understand that DHD#10 maintains an electronic record of the care and services | receive at DHD#10,
as well as at any of its divisions, departments, or partner companies. My records from each DHD#10 program
may be combined. DHD#10 needs this record to provide me with the best care possible and to comply with
certain legal requirements.

DHD#10 complies with applicable Federal civil rights laws and does not discriminate on the basis of race,
color, national origin, age, disahility, or sex. DHD#10 does not exclude people or treat them differently because
of race, color, national origin, age, disability, or sex.

DHD#10:

+ Provides free aids and services to people with disabilities to communicate effectively with us, such as:
e Qualified sign language interpreters or visual aids

» Provides free language services to people whose primary language is not English, such as

e Qualified interpreters

e Information written in other languages

I understand that my Electronic Medical Records can be accessed by all DHD#10 providers.

| further understand that DHD#10, from time to time, contracts with third-party health care providers to provide
the most complete services to its clients. These health care providers may have access to my DHD#10
medical records, to the minimal extent necessary to provide services to me at DHD#10.

CONSENT TO RELEASE MEDICAL RECORDS AND INFORMATION TO INDIVIDUALS INVOLVED IN MY
CARE OR PAYMENT FOR MY CARE

| authorize DHD#10 and its employees to release information from my financial or medical records to any
person, organization, employer (if work-related injury), or review agency which is legally or contractually
responsible or which DHD#10 reasonably thinks may be responsible for payment of my bills for my medical
care. | further authorize DHD#10 to release information from my medical records to auditors and consultants
who are advising DHD#10 on third party payor billing issues and/or assisting DHD#10 in preparing financial
data and related documents. | understand that DHD#10 will maintain the confidentiality of my medical records,
but | also understand that DHD#10 is not responsible for any breaches of confidentiality of my medical records
caused by other parties. This permission includes information that may be related to drug or alcohol abuse,
psychiatric care, HIV testing, AIDS (Acquired Immunodeficiency Syndrome), HIV infection or ARC (AIDS
related complex) and includes social work/client communication and psychologist/client communications.




District Health Department #10 Declaration of Income & Consent — page 2

FINANCIAL AGREEMENT AND ASSIGNMENT OF BENEFITS

| authorize DHD#10 to bill all insurance payors and hereby assign to DHD#10 all my insurance and managed
care benefits due to me for services rendered to me by DHD#10. | request that payment of the authorized
benefits from those sources be made on my behalf to DHD#10 and authorize my insurance company and/or
my managed care company to make payment directly to DHD#10. | understand that DHD#10 submits claims
to insurance carriers as a courtesy to patients and that | am responsible for the balance owed unless DHD#10
has agreed with the payor not to balance bill. | agree to pay for all services rendered to me without regard to
any benefit limitations imposed by any third-party payor, unless other arrangements are made in advance, to
pay my account in full upon discharge from DHD#10; to pay any legal fees and interest at the legal rate, which
result due to my not paying my balance. | understand that DHD#10 accepts no liahility for failure to meet any
pre-cost certification required by my insurance carrier, and | agree that | have, or will, properly execute such
certification.

CONSENT TO OBTAIN INFORMATION/RECORDS

| authorize DHD#10 to obtain my information or records to or from hospital, health care providers, insurance
companies, service agencies, auditors, or others involved in my care that may be pertinent to the delivery,
coordination, and evaluation of my care. This includes all information about my status related to any medical
condition(s), including HIV infection. | understand that such records and information include those that identify
my name.

CONSENT RELATED TO PRIVACY NOTICE (ALSO KNOWN AS HIPAA)
This consent is required by the Health Insurance Portability and Accountability Act (HIPAA) of 1996 to inform
you of your rights for privacy with respect to your health care information.

| have had a chance to review the Practice Privacy Notice as part of this registration process. | understand
that the terms of the Privacy Notice may change, and | may obtain these revised notices by contacting the
practice by phone or in writing. | understand | have the right to request how my protected health information
(PHI) has been disclosed. | also have the right to restrict how this information is disclosed, but this practice is
not required to agree to my restrictions. If it does agree to my restrictions on PHI use, it is bound by that
agreement.

AFFIRMATION & SIGNATURE

| have read this consent form or have had it read to me. | have been able to ask questions and have been
given answers to my questions. | also understand that a copy of this consent form can be given to me if |
request a copy.

My signature is sign of consent.

Patient Signature Interviewer Sighature Interpreter Signature

Date Date Date

Patient Name Interviewer Name Interpreter Name
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