GENESIS  Genesis Community Health School Based Clinics
COMMUNITY HEALTH Registration Consent Form

(School(s) Covered)
(SchoolAddress)

GFFICE DSE ONLY

STUDENT ID NUMBER

MOTHER
FULL NAME Full Name _ Phone Number
PHONE FATHER
DATE OFEIRTH /_ A
Month Day Year Full Name Phone Number
STREET ADDRESS LEGAL GUARDIAN, IF APPLICABLE
Full Name ‘ Phone Number

Retationship to student;
[ Grandparent [ AuntorUncle [J Other

city State Zip Code

STUDENTRACE [ Black [] White [ Asian

Doyouhaveapermanentplacetolive?[j Yes o No

[ American Indian/AlaskaNative [J Other/Unknown . i
Ifnot, where areyouliving? withfamilymembers O with friends
ETHNICITY J inashelter [ Other
[ONon-Hispanic [ Hispanic What language is primarily spoken in yourhome?
{1 English [] Spanish [] Creocle
GENDER What is your monthly household income?
[OFemale [J Male [ Other How many people live in your household?

37

FINEORMATION =

2 b e S A e AL ]
DoesyourchildhaveMedicald" OYes [JNo Medicald ID#

Does your child have coverage through your employer any ather type of health insurance? []Yes ] No

Insurance Plan Name Insurance Plan Address

Insurance PhoneNumber

Member ID# ] Group Number
Subscriber Name Date of Birth / /
Month Day Year
Ifyou or your student do not have health msurance, would youlike free assistance in applying for health insurance? 1 Yes g No

| have read and understand the services Iisted on 1he nexl page and my signature provides consent for my Ghl|d or ward fo
receive services provided by Genesis Community Health, Inc. schaol-based health center.

NOTE: Parental consent Is not required for students who are 18 years or older or for students who are parents or legally
emancipated. My signature indicates that | raceived the notice of privacy practices.

X .
Stgnature of Parent/Guardian for if student is 18 years or older o otherwise permitted by law} Date

| have read and understand the ralease of health information from page 2 of this form. My signature indicates my consent tc release
medical information as specified,

X

Signature of Parent/Guardian f{or if student is 18 years or older or otherwise permitted by low) Date

Vaoelnes wlll be available and provided when due according 1o state and fedaral gun elines unless you state that you clo not
want your child to receive vaccines in the opt out saction below,

Requesttooptout: [ |doe not give permission for my child/ward to receive vaceines without my specific consent.

PLEASE BE SURE TQ REVIEW BOTH SIDES OF THIS CONSENT




;:,?.-',-%;f!,_ HENESIS  Genesis Community Health School Based Clinics
ST COMMUNITY HEALTH Registration Consent Form

(School(s} Covered)
{Schoal Address)

I consent for my child to recelve health care services provided by the State-licensed health professionals of GENESIS COMMUNITY
HEALTH, INC. as part of the schaol health program approved by the Florida Department of Health. | understand that confldentlality between
the student and the health provider will be ensured in specific service areas In accordance with the law, and that pupils wilt be encouraged ta
involve thelr parents or guardians in counseling and medical care decisions. School-Based Health Center services may Include, but are not
limited to:

1. Preventive health services including screening for vislon, hearing, asthma, obesity, scoliosls, Tuberculosls and other medical
conditions, first ald, and required and recommended immunizations.

2. Comprahensive physical examination (complete medical examination) including thess for schoel, sports, working papers, and new
admissicns.

3. Medically prescribed laboratory tests such as for anemia, sickle cell, and diabetes,

4. Medlcal care and treatment, including diagnosis of acute and chronic liness and diseasss, as well as administering and presciibing of
medications when indicated.

5. Seclal werk services including mental health screenings, Individual and group counseling, and referrals.

6. Repreductive health care services, including abstinence counsellng,

7. Health education and counseling for the prevention of risk-taking behaviors such as; drug, alcohol, and smaking abuse, as well as
education on abstinence and pravention of pregnancy, sexually {ransmitted Infections, and HIV, as age appropriate,

8, Dental screenings Including: diagnosls, application of varnish, and ssalants where avallabie..

9. Referrals for satvice not provided at the school-based health centar.

FACTSHEET FORPARENTAL CONSENTFORRELEASE OF HEALTHINFORMATION
HIPAA COMPLIANT PARENTAL CONSENTFORRELEASE OF HEALTH INFORMATION

My signaturs on the reverse side of this form authorizes release of madical Infermation. This information may be protacted from disclosure hy
federal privacy law and state law.

By signing this consent, | am autharizing medical information to be shared with the Florida Department of Health staff or Healthcare District
school based nurses, and Paim Beach County Schoal District personnel elther because I Is raquired by law, or because it is necessary to
protect the health and safety of the student. Upon my request, the facillty or person disclosing this medical information must provide me with
a copy of this form, Parents are required by law to provide certain Information to the school, like proof of Immunization. Failure ta provide this
information may result in the student being excluded from school. ’

My questiens abouf this form have been answarsd. | understand that | do not have to allow release of my child's medical information,
and that | can change my mind at any time and revoke my authorization by writing to  Gsnesis Community Health's School Based
Health Genter, However, after a disclosure has been mads, it cannot be revoked retroastivaly to cover Information released prior to the
revocation,

My signature on page 1 of this form alse gives my consent to GENESIS COMMUNITY HEALTH, INC to contact other providers that
have axamined my child and to obtain insurance information. :

TimePeriod DuringWhich Release ofInformationis Authorlzed:

Fromu: Date that form Is signed on opposlle page

To:  Dale that student is no longer enrolled in the school where the clinic is based.

PLEASE BE SURE -TQ-REVIEW BOTH SIDES OF THISE CONSENY

-
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Genesis Community Health School Based Clinies

Child/Teen/Family History Form

{Schoolfs) Covered)
{Sehool Address)
Child/Teen Health History

Pleage circle your answers to the following questions,

4. Does your child take medication? NO Yes If yos, what?

2.. Has your child had serious medical or mental healil problems?  NO YES

if yes, what?
3. Has your child been hospitallzed overnight or had gsurgery or any serious injuries? NO  YES

If yes, what?

r

1. Does or did your child have any of these probiems now or in the past?

~ Allergies to food, medicine. or ather?
I yes, whal was the reaction?
- Asthma

Heart Disease

High Blood Pressure

Birth Problems High Chotesterol

. Blood Clots/Stroka Mental lliness/Depression
Cancer Migraines
Chicken Pox Seizures

Development/Learning Delays

Sickle Cell Anemiia

Diabeles

Tuberculosis/TB/Positive TB test

Drug/Alconol Abuse

Other {pleasea specify)

Family Histor

5. Does anyons in your family (parents, sibiings, grandparents, aunlsiuncles) have any of these problems, no

w o7 in the
past?
if so, who? Maternal or Paternal

gide?
- Asthma

Blood Clots{Stroke L
- Cancer

Diaheles

Drug/Alcoho! Abuse

Heart Disease

High Blood Pressure

High Cholasterol

Meantal lliness/Depression

Sickle Call Anemia

Tuberculosis/TB/Positive TB
{ast

P S

$arent/Guardian Sighature

Date




)
FLORIDA DEPARTMENT OF i
3 A STATE OF FLORIDA Page [ of 2
I IEALTI— School Entry Health Exam

To Parent/Guardian: Please cotnplete and sign Part [ — Child s Medical History.

State law for school entry requires a health examination by a legally qualified professional. Additional requirements may be determined
by local school districts,

(Please Pring

Nrme of CRIkl (East, TTrst, Middiey Blrth Date Sex
Adldresy (Sircef) Schoot Grade
City and ZIP Cade Home Telephone Ramber PaTenyGuariian (Lagt, First, Middiey

 PART § — CHILD'S MEDICAL HISTORY
To Parent/Guardian: Please check answers to questions 1 through & below in the column on the left,
(Flease explain any “Yes™ answers in the space provided below.}
1, Yes L] No["] Any concerns about general health (eating and sleeping habits, weight, ete.)?
2 Yes[ ] No[] Any other specific illness or social/emotional or behavioral problems?

3.Yes ] No[] Any allergies (food, insects, medication, etc.)?

4, Yes [] No[] Any prescription medication (daily or occasionally)?

5. Yes [] No[] Any problems with vision, hearing, or speech (glasses, contacts, ear tubes, hearing aids)?
6. Yes[| No ] Aty hospitalization, operation, or major illness (specify problem)?

7. Yes [] No E} Any significant injury or accident (specify problem)?

8 Yes[ ] No

To Parent/Guardian: Please explain any “Yes™ answers from above,

Would you like to discuss anything about your child’s health with z school nurse?

[ am the parent/guardian of the child named alave. | give permission for the information on PARTS 1 and 11 of this form
provided about my child te be reviewed and utilized only by the staff of this school and any school health personnel providing
school health services in the district for the limited purpose of meeting my child's health and educational needs,

>

Stznature of Parent/Guardian Date

Partnership for School Readiness Recommendations for Prekindergarten and Kindergarten

To Parent/Guardint: Please obtain the services listed below in order to find any problems. Please work with your health care provider to
correct or treat any problems that may reduce your child’s abitity to learn in school, {These services are recorntended but not required.)

1. Comprehensive Vision Examination (3-5 years of age) Please describe any corrective action for any problems detectod
Date of Exam: and any accommodations required.

Resulls of Exam:

Health Care Provider:
{check one) Optometrist [ Ophithalmologist [

2. Comprehensive Dental Examination Please describe any corrective action for any problems detected
Date of Exam: and any accommodations required.
Results of Exam:

Dentist:
3. Hearing Screening Please describe any corrective actlon for any problems detected
Date of Exam: and any accommodations required.

Results of Exam:

_ Health Care Provider;

DH 2040, 6/02 (Ghsoletss previcus sditions which may nol be used) Stock Numbar; 5744-000-3040-2



Ve .
ﬁm g Y School Entry Healtt Exam
HEALT Page 2 of 2

Name of Child (Last, First, MIddie) Birth Date
PART Il — MEDICAL EVALUATION
To be completed and signed by the Health Care Provider ONLY:
The child named above has had a complete histery and pliysical exam on the following date:
(Exam must be within one year of enveltment) Month Day Yonr
Screening Results:
Height: Weight: BMI%: B/P: Het/Hgb: Lead: Urinalysis:
Vision - Without Glasses | Right 20/ Left 20/ Passed [ | Hearing— Right | Passed [] Failed[] Referred []
Vision - With Gl Right 20/ Left 20/ Failed ] |
ision - With Glasses ight2 e 20 | Reforred ] | Hearing~Left | Passed [ Failed O] Referred [
 Gross dental (tecth and gums) 7 Nermal [ Abnormal Refer/Tx:
Head/scalp/skin ] Normal [J Abnormal Refer/Tx:
Eyes/Ears/Nose/Throat ] Normal ] Abnormal ReferTx:
Chest/Lungs/Heart 1 Normal [ Abnormal Refer/Tx:
Abdomen L] Normal [] Abnormal Refer/Tx:
Postural assessment O Normal [C] Abnormal Refer/Tx:
TB risk assessment done [ (Please review Targated Tasting G‘uldel!nes fisted below,)}
This child has the following problems that may impact the educaticnal experience:
[ Vision C] Hearing [] Spesch/Language ] Physical [ Social/Behavioral  [] Cognitive
Specify:

"] This child has a health condition that may require emergency action at school, e.g. seizures, allergies. Specify below.
(This forne will be stored in the child’s Cumulative Hewlth Folder and may be uccessed by both school and health personnel.}

Recommendations {Altach additiona! sheet if necessary):

(Please Check One)

[ This child may pacticipate fally in school agtivities including physical education.
{7 This child may participate in school activities inciuding pliysical education with the following restriction/adaptation.
(Specify reason and restriction)

Slgnature/Title of Health Care Provider Date Address (Please print or stamp)

= i

Name (Please print er stamp)

- Tuberculosis Targeted Testing Gulidelines for Health Care Providers
Tubereulosis Infection Risk:
Review the following risks and administer o dlantoux T8 skin test if chiid Is In one or more categorles. The TB test is administered copfidentlally
as part of the health examination, Do not record administration of any TB test or velated tnformation on this form,

o Recent immigrant (< 5 years), frequent visitor to TB endemic areas

+  Close contact to active TD cuse

o  Frequent contact with adults at high-risk for disease, HIV+, homeless, incarcerated, illicit drug user

o HIV+ ot have other medical conditions that increase the risk 10 progress from infection ta disease, €.g., cheonio renal failure,

diabetes, hematologic or any other malignancy, weight loss > 10% of ideal body weight, on immunosuppressive medications

Active TB Disease Risk: .

«  Does the ehild exhibit signs/symptoms of tubereulosis (e.g. cough for three weeks or longer, weight loss, loss of appetite)?

+  Ifsymptoms are present, work-up or refer for TB disease evaluation,

DH 3040, 6/02 {Obsolates previous editions which may not be used) Stock Number: 5744-000-3040-2




¥ Florida High School Athletic Association
Preparticipation Physical Evaluation (page 1 of 3)

Revised 03/1¢

This completed form must be kept on file by the school. This formn is valid for 365 oslendar days frony the dute of the evaluation as written an page 2.

This form Is nou-iransferable; a change of schools during the validity peried of tids ferm will reguive page 1 of this form to be vewsubmitied,

Part 1. Student Information (to be completed by student or parent)

Stndent’s Name; Bex Age: DateofBivthe ¢ f
Sehovl. Grade in School. ____ Sportis):

Home Address: Flome Phone: ( }

Marne of Pavenv/Guardia: E-mait:

Bargon to Contact iv, Case of Emergeney:

Relationship to Student: Home Phooe: ( } Work Phone; ( )] Cell Bhone: { ]

Pergonsl/Fumily Physician:

Cicy/State:

Offics Phone; ( }

Part 2. Medical Histos.‘y (£ be completed by student o ﬁarent). Explain “ves” answers helow, Clrele questions you don’t know answers to.

[

d

S e b

10.
1t
12,

Have you had a medical illacss ar injury since your fast
check up of sports physicail?

Do vou have an ongoing chronic illness?

Have you ever been hogpitalized overnighi?

Have you aver had surgery?

Are vou currently laking any prescripden or non-
prescription (over-the-counter) medications ot pitls or
using au inhafer?

Have you ever taken any suppletnents or vitaming o
help you gait o lose weight or improve yout
performance?

Do you have any allergles (for example, palten, latex,
medicing, ford or stinging insects)?

Heve you ever had a rash or hives develop duzing or
afier exercise?

Have you sver pasaed out during or after exercise?
Have you ever heen dizzy during or after exercise?
Have you ever had chest pain during or afier exercise?
Do you get tirad more quickly than your friends do
during cxeeeise?

. Huve you ever had racing of your heart ov skipped

heartbeats?

. Have you had high blood pressure or high cholesierolt
. [Iave you ever been told you have  heart muemur?
. Has sy tamily member or relative died of heart

problems er sudden death bofore agc_ﬁu‘.’

. Have you had a severe viral infection {(for exatople,

myacarditis or monsnicleogis) within the last mouth?

. Has a physician ever denfed or vestricied your

participation in sports for any heart problems?

19, Do you kave any civrent skin problems (for example,
frching, rashes, acne, warls, fungus, blisters or pressure sores)?

. Have you ever hed a bead injury or concussion?

, Have you ever been knceked vut, bevoms unconscicis

ot lost your memoary?

. Huwve you ever had a setzwe?
. Do you have fraquent or severe headaches?
. Have you ever kad numbness or tingling in your aumns,

handg, legs ov feet?

25, Have you ever had 2 stinger, bamer or pinched nerve?

Explain “Yes" answeis hore:

Yis

3

Mo

26.
27,

23,
2.
30.

3L
32,
33
34
35,

36.
37.

38
39
40,
41.

Have you ever become it from exercising in the heat?

Do you cough, wheeze ot have troable breathing during or after
gelivity?

Do yott have asthma?

Do you have seasonal allergies that require inedical trepiment?
Do yon use any special prolective or coirective squipment or
medical deviges that aren’t usually used for your sport or position
(tor examyple, knee brace, speciul neck roll, foot orthoties, shunt,
retainer on your teeth or heaving aid)?

Have you had any problents with your eyes or vision?

Do you weat glasses, contacts o protective eyewew?

Have you ever had a sprain, strain or swelling after injfury?

Have you broken ar fisciured any bones or dislocated any jotats?

Have vou had any other problems widh pain ar swelling in muscles,
tendons, bonss or joints?

If ves, check dppropriate blunk and expluin balfaw:

__Head _ Elbow __Hip

. MNeack ___ Foream . Thigh
. Back _ Wrist . Rnee
__Chest . Hand ___ Shin/Calf
__ Shenider _._ Finger ___Aukde
__ Upper Arm ___ Foot

Do you want (o weigh more or less than you do now?

[1oyou fose welght regularly to mest weight reqirements for your
sport?

Do you feel stressed out?

Have you ever heen diagnosed with sickle cell anemia?

Have you ever been diagnosed with having the sickle cefl trait?
Recarel the dates of your most recent inmunizations (shots) for:
Tetanus: Measles:
Hepatitug B: Chickenpox:

FEMALES ONLY (optional)

42,
43,
44,

43.
46,

When was your first menstrual period?

When was your most recent manstrial period?

How much time do vou usnally have from the start of one period lo-

the start of anather?

How many petiods have you had in the last year?
What was tha longest time between periods in die last year?

Yes

Mo

We hereby state, 1o the best of our nowledge, thet oor answers ta the abuve questions are compluis und

correct. Tn addition to the routine medical svalustion requited by 5.1006.20, Florida

Statutes, and FHSAA Bylaw 0.7, we uniderstand and acknowledge that we aee hereby advised that the studunt should undesgo a cardievascular assessment, which may include such iagnost
iests as efectrocurdingrum (EK(G), echorcardiogram (ECG) aod/or cardio atress tesl,

' Signature of Stadent:

Dage: 1

7 Signamre of Parent/Guardizn:

buln:

-

/

|



Florida High School Athletic Association
Preparticipation Physical Evaluation (page 2 of 3)

This compleled form must be kept o1 file by the school, This forn (s valid for 365 calendar days from the date of the evalu
This form is non-transterable; 2 ehange of schuols dusing rhe validity pevied of this form will require page

Part 3, Physical Examination (to he completed by licensed physieian, ticensed osteopatbic physician, Beensed chivopractic phys
ciau, licensed physician assistant or certifiad advanced registered nurse praetitioner),

Student's Name: DateofBith: '/
Height: o Weighe % Bedy Far (optional): Pulse: Blood Presswre: 7/ ¢ ¢
Tomperature: _ Heaying: right: P F lefi: P F

Viesal Asuifve  Risht 20/ Laxft 243/ Comeatede. Yes  No_ . Pupils: Eoual Unegnal

Ravised 0

ation as written on pe
1 of chis form tw be re-submi

FINBIMNGS MORMAL ABNDEMAL FINDINGS INITEA

MEDICAL

L. Appeatance

ta

Lyes/EarsMNose/Throst

Lymph Nodeys

Hearl

Pulses

Lungs

MR s os e

Abdomen

8. Genitalin (males only)

§. Skin
MUSCULOSKELETAL
10, Meck

[1. Back

12, Shoulder/Armn
13, Elbow/Forearm
14, Wrisv/Hand

15. Hin/Thigh

16, Kuee

17. LegiAnkle

18, Font

* — station-based examination only

ASRESSMENT O B AMYNING PHYSICEAN/PHY SICIAN ASSISTARTMNIURAE PRACTITIONTR

¥ hereby certity that each examination listed above was perfovmed by myself or an individual under my direct supervision with the following conclusion(s);
Cleared without limitation

—_Disability Diamosis;

Precantions:

Mot eleared for: Reason:

. Cleared after completing evaluation/rehabititation for:

Referved o For:

Bseommendations:

Warae of Physiciun/Physician Assistant/Nurse Practitioner {prinik
Address:

Daie: 7 /

Sigiature of Physician/Physician Assistant/Marse Pracritioner:




sy Florida High School Athletic Association Rvisgd 03;1 "
Preparticipation Physical Evaluation (page 3 of3)

This completed form must be kept on file by the school. This form is valid for 365 calendar days from the dale of the evaluation as written on page 2.
This form is non-transterable; a change of schools daring the validity pertod of this form will require page 1 of this form to be re-submitted.,

Student’s Name:
ASBESSMENT OF PHYSICIAN TO WHOM REFERRED {if applicable)
T hereby certify that the examination(s) for which referred wasfwere parformed by myself or an individuzl nader 1y direct supetvision with the following conclusion{s):

. Cleared without [hnitation

Disability: Diagnosis:

Precautions:

Not cleared for: Reason:

Cleared after completing evaluaiion/tehabilitation for

Recommendations:

Hame of Physician (priaf): Date: i
Address:

Signature of Physician;

Bused on yecammendations developed by the American Academy of Family Physicians, American Academy of Pediafrics, Americen Medical Society for Sporis Meditine, American Orthopae-
dic: Soiery, for Sports Medicine und American Osteopathic: Acadeny for Sports Medicine.




