@ CHRISTIANA CARE

HEALTH SERVICES

SCHOOL-BASED HEALTH CENTER
Wilmington Charter/Cab Calloway High Schools
100 N. Dupont Road
Wilmington, DE 19807
Phone: 651-2100 Fax: 651-2111

Dear Parents/Guardians:

The Wilmington Charter/Cab Calloway School-Based Health Center (SBHC) is a partnership between Christiana
Care Health Services, Red Clay School District, and the Delaware Division of Public Health. This letter is an
invitation to sign up your child in the SBHC.

Health care in the SBHC is provided by a multi-disciplinary team. A Nurse Practitioner, a Licensed Clinical
Social Worker/Licensed Professional Counselor of Mental Health, and a Registered Dietitian provide care at
your child’s school. We invite you to select all services that your child may need during their years in high
school.

To sign up your child in the SBHC:
e Up-to-date insurance information is needed if your child is insured. No co-pay, co-insurance or
deductible will be charged to you and no one will be turned away based on ability to pay.
e Please review, fill out and sign the attached Consent Form choosing which services your child has
permission to receive while they are students at Wilmington Charter/Cab Calloway High Schools.
e Fill out attached Student Registration Form and Health History Form
e Return completed enroliment/registration forms to the SBHC

SBHC services offered:
e Counseling (individual, family, and group)

Health education/risk reduction

e Crisis intervention and suicide prevention
e Nutrition/weight management

e Pregnancy testing

e Diagnosis and treatment of

sexually transmitted diseases (STDs)
e HIV testing at approved high schools

e Reproductive Health Services
(Birth control pills/Depo-Provera/condoms) available at
approved high schools

e Physicals (sports, school, or pre-employment)

e Health screenings

e Immunizations

e Diagnosis and treatment of minor
illnesses/injuries



Please know that your child’s pediatrician or family doctor is still your child’s main doctor. SBHC does not take
the place of your child’s pediatrician or family doctor, and SBHC doctors and nurses will work with your child’s
main doctor to care for your child. The SBHC offers services that may round out the care provided by your
main doctor. When appropriate, and with your permission, we will try to share medical information with your
child’s doctor to prevent any duplication of health care services, and to take the best care of your child. If your
child does not have a doctor, we can help you find one.

The SBHC staff thanks you for your time. Together with you and your child’s main doctor, we will work
towards keeping your child healthy and in school. Please encourage your child’s pediatrician or family doctor
to call the SBHC with questions. If you have questions or need more information, please call the Wilmington
Charter/Cab Calloway School-Based Health Center at (302) 651-2100.

Sincerely,

Martha Coppage-Lawrence, CPNP, Site Coordinator
302-651-2100

Kathy Cannatelli, MS, Administrative Director

Mary Stephens, MD, Medical Director

302- 320-6557

DELAWARE HEALTH
AND SOCIAL SERVICES



SCHOOL-BASED HEALTH CENTER
PARENT/STUDENT CONSENT FOR SERVICES

1, , give my consent for
(Parent/Legal Guardian of Student) (Name of Student)

to receive health services at the Wilmington Charter/Cab Calloway School-Based Health Center

administered by Christiana Care Health Services  Telephone Number: 302-651-2100

If vour student should request any of the following services. do they have your permission to
receive them?

MENU OF SERVICES CONSENT GIVEN

PHYSICAL HEALTH (CIRCLE ONE)
« Assessment, diagnosis and treatment of minor illness and injury with referral for
treatment of chronic illness and serious injury

(May include a urinalysis, throat culture, limited blood tests, dispensing non-prescription YES NO

medication and/or providing prescription medication)
= Physical examinations, including sports/employment physical YES NO
« Immunizations in accordance with the Division of Public Health YES NO
« Diagnosis and treatment of sexually transmitted diseases YES NO
< Nutrition counseling YES NO
- Pregnancy screening YES NO
e HIV Testing YES NO

MENTAL HEALTH

< Individual counseling YES NO

e Group counseling YES NO

e Family counseling YES NO

« Drug, alcohol and other substance abuse counseling and referral YES NO
EDUCATION

< Individual and group programs focusing on healthy life choices YES NO

REPRODUCTIVE HEALTH

- Condoms YES NO
< Oral Contraceptives YES NO
e Depo-Provera YES NO

CONFIDENTIAL SERVICES

The following confidential services are offered by this School-Based Health Center. If you consent to your child receiving
confidential services at the School-Based Health Center, then according to Delaware Law (Title 13 §710) you do not have the right to
information about these services unless your child gives the School-Based Health Center permission to share that information.
e Pregnancy testing
Diagnosis and treatment of sexually transmitted diseases
Condoms
Oral Contraceptives
Depo-Provera
HIV Testing

The School-B Health Center not provide the following servi
e  Treatment or testing of complex medical or psychiatric conditions
e Ongoing primary treatment of chronic medical conditions
e Complex lab tests
« Hospitalization
e X-Rays
PLEASE MPLETE OTHER SIDE



I understand that the Delaware Division of Public Health (“DPH”), a division of the Department of Health and Social Services, retains
administrative authority over, and provides partial funding for, the School-Based Health Center. Designated School-Based Health
Center team members are obligated by law to disclose specific patient information to DPH, for the purpose of preventing or
controlling disease, injury, surveillance, or disability in Delaware as well as in the United States. Such information mandated and
required by law includes: sexually transmitted disease; laboratory data; births; deaths; adverse medication reactions; child abuse or
neglect; and domestic violence. Other general information will also be sent to DPH for statistical tracking, but this information will be
de-identified which means that my student’s name will be removed.

| have had the opportunity to receive and review the Christiana Care Health Services’ Notice of Privacy Practices brochure.

I understand that the School-Based Health Center may use telemedicine to provide mental health services. The video conference
between student and mental health provider does not involve data storage, recording, or archiving. Telemedicine encounters would
still be subject to the requirements of the HIPAA Privacy Rule that applies to Protected Health Information.

I understand that insurance may be billed for covered services and the need to provide insurance information before services are
provided.

I understand that the School-Based Health Center shall not charge co-pays or any other out-of-pocket fees for use of School-Based
Health Center Services.

I understand this consent may be revoked in writing at any time, except to the extent that action has been taken in reliance on this
consent. Any requests for revocation must be in writing and sent to the School-Based Health Center associated with my student’s
care.

I acknowledge that all information requested on the registration Health History Form and this consent is accurate and complete.
My student and | have read this form carefully and | understand that if I have any questions | may call the School-Based Health
Center Coordinator for any explanation(s) before 1 sign this authorization.

By my signature below I certify, as the parent or legal guardian of the student named above, | understand the School-Based Health
Center consent for treatment.

Signature of Parent/Legal Guardian Date

Print Name of Parent/Legal Guardian

Signature of Student Date

Print Name of Student

Street Address

City State Zip Code

cchs sbhc consent Reproductive Health April 30



Patient Registration Form

Patient (Student) Information — Please Print (in pen) Grade: 6 7 8 9 10 11 12
Patient’s Last Name: First: Middle: Male Female
[]
Address: City State Zip Code Birthdate

Race (please circle all that apply):

Caucasian/White  Black/African American  Asian/Native Hawaiian/Other Pacific Islander

American Indian/Alaskan Native

Ethnicity (please circle):
Hispanic/Latino  Arabic

Non-hispanic/latino/arabic

Primary Care Physician (Family Doctor)

Name: Phone Number:

Student’s Cell Phone#:

In case of an emergency contact:
Relationship to patient:
Phone #:

Is patient employed?

Yes No

Parental/Legal Guardian Information

Mother’s Full Legal Name:

Address: Home Phone#:
Parent Email Address: Cell Phone#:
Employer Name & Address: Work Phonet:

Father’s Full Legal Name:

Home Phone#:

Address:

Cell Phonet:

Employer Name & Address:

Work Phonet:

Legal Guardian Name (if not mother or father): Relationship to Student

Home Phonet#:

Address:

Cell Phonet:

Employer Name & Address:

Work Phone#:

» Insurance Information (REQUIRED) — Send in a Copy Front and Back of Insurance Card

Source of payment for care, please check off one of the following:
No Insurance

Medicaid: (Please circle)
United HealthCare
United HealthCare or Health Options/Highmark State Plan
Medicaid Number:

Secondary Insurance Information:

Medicaid: (Please circle)

or Health Options/Highmark Neither

Medicaid Number:

Commercial Insurance :
Policy Number:
Subscriber Name:

Policy Number:

Commercial Insurance:

Relationship to Student: Subscriber Name:

Subscriber Birthdate:

Subscriber Birthdate:

Delaware Healthy Children Program

Relationship to Student:




Christiana Care Health System School-Based Health Center
HEALTH HISTORY FORM

A complete and accurate health history is needed in order for Center staff to provide high quality care. Services will not be
provided unless this form is complete. A Parent/Legal Guardian must complete this form in pen. Please print all information.

Student’s Name DOB Grade "I Female [ Male
(Last) (First) (M1)

Does your child have any allergies? (food, medication, latex)
_JYes L No Ifyes, please list?

Please provide the following information about medicines your adolescent is taking.

Name of medicines Reason taken How long taken

Has your adolescent ever been hospitalized overnight?
I 'Yes . No Ifyes, give the age at time of hospitalization and describe the problem.
Age Problem

Has your adolescent ever had any serious injuries/illness?
IYes LINo Ifyes, please explain.

Has your child been seen by a health care provider in the past year? Name of provider:

I Yes L No Ifyes, please indicate the number of visits: Phone#:

Reason(s) for visit(s):

Has your child been seen in an emergency room within the last year?
7 Yes [C No Ifyes, please indicate the number of visits:

Reason(s) for visit(s):

Has your child been seen for a dental visit in the last year?
I 'Yes . No Name of Dentist:

Has your child ever been hospitalized or received counseling for emotional health?
I 'Yes | No Ifyes, when? Where?

Reason:

PLEASE COMPLETE OTHER SIDE



Please indicate which of the following your CHILD has ever had:

"1 Acne/Skin Problems "1 Diabetes 1 Hepatitis I Sickle Cell
_| ADHD/learning disability | Depression ) High Blood Pressure LI Sleeping Problems
| Anemia | Fainting Spells | High Cholesterol LI Sports Injury
7 Anxiety 7 Frequent Colds 0 Kidney/Bladder Disease O Stomach/Intestinal Problems
_I Arthritis _| Headaches LI Pregnancy/Child Birth/Miscarriage LI Suicide Attempts
71 Asthma ™ Head Injury 1 Rheumatic Heart Disease [ Suicidal Thoughts
_ Cancer _I Heart Disease U Scoliosis L Substance Abuse
“I Chicken Pox 1 Heart Murmur "1 Seasonal Allergies [ Thyroid Disease
_J Cystic Fibrosis _I Hemophilia [ Seizures L Tuberculosis

If any of the above is checked, please give more detail.

In the past year, have there been any changes in your family such as:
[0 Marriage [0 Serious IlIness [0 Change in school 0 Births 01 Divorce
[1 Separation [ Loss of Job [ Move to a new house [ Deaths 1 Other

Please check any of the following illnesses that your FAMILY MEMBERS (parent, brother, sister, grandparent, aunt, uncle,
etc.) have ever had and indicate which family member next to the illness.

_I ADHD/learning disability | Obesity

_I Alcoholism/Drug Abuse _I Seizures

_I Anemia _I Headaches _J Sickle Cell

I Arthritis _I Heart Disease _J Stroke

_I Asthma _I High Blood Pressure _I Thyroid Discase

_I Birth defects _I Hemophilia _J Tuberculosis

_I Cancer _I Hepatitis _I Unexplained Death
_I Cystic Fibrosis High Cholesterol Other

_I Deafness _I Kidney/Bladder Disease

_| Diabetes _| Mental IlIness

| PARENTAL/GUARDIAN CONCERNS |

Below are some common concerns of adolescents and families. 1f you have any of these concerns, please encourage your child to
schedule a visit at the Wellness Center or you can feel free to call the Wellness Center to discuss your concerns.

Weight/Diet/nutrition Violence

Sleep Patterns School grades truancy/dropout
Smoking cigarettes/chewing tobacco Relationships with family members
Choice of friends Drug/Alcohol use

Self image/self worth Sexual behaviors

Depression Sexual identity

Lying, Stealing, or vandalism Excessive moodiness or rebellion

If you would like assistance with establishing Insurance, finding a doctor, or a dentist, please call the School-Based Health
Center.

Name of person completing this form:

Relationship to student: Date:
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Efffective Date: September 13, 2013

This MNotice describes how medical information about be need and disdosed and how you can get access to this information. Flease
rewisw it carefolly. If you have a question, mﬁdﬂl:lhm:-%nz:tmm

Owr promiss

Wee knowr that your medical information is ey We do our best to protect the privacy of your medical nformation. We will only use and
disdlose your nformation 2= allowed by = Lawer.

* Do what fhis Motice say=s. * Mhake sure that your mformation is kept private.
*  Only disclose the minimom necessary nformation for the nbended purpose. * ‘Tell you if there i= 2 breach of your provacy.
Whea will follow this notice?

- Mmmmmmmm - ﬂnydnclm:m:aﬂl:rpusunnnngﬁzym

* Al people who work for Chaishiana Care * Al Chrictiana Care wohmeers.

How we may use and give out medical information aboul you
wiffumat hzluzpmi zon will fall within one of the headings lcied
= To m#m“wmmmmhwmmmﬂmwdmmimwmhm
= To ad. e use and give out health mformetion absouf you so That e care recerye here wall id Ty o, an msarance © A
abouk care you are gob hwhﬁwﬂmwhﬂdm.
* o run Chrstiana Care. may use and give out ical information about you bo num Chrishiana Care. We may also use your information to
s b wee fook care of you and how you did. We may also fogefher medical information aboat marny i to dedide if there ane ofher
* Fundraming actvifies. We may contact you to 2=k for 2 donation. W have the might o use certain information for fus prapose (imchading
ymﬂd:dhiﬁnmdim:gggﬂdﬂ,daﬁzdmﬁngd@:hrﬂd‘dﬂvim x Ph‘lrmmnutmnfnmnﬁmardhd&m
shatus). H you do not wish to be contacted for oux ising effiorts, you optout by calling 1-500-683-2273, img an email fo
chrishanacare.oop or writing to the Chrishiana Care Office Feads Way, Jute 208, Mew Castle, DE Ve wall
condition treatment on your agre=ing o be contaded for fundraisng
Ll Hmplll th.Eywmapaﬁ.uimm}nﬂpﬂszunu}rMﬂu' ¥ mmm?mmh}uq:hldﬂmdnrymmm
\dna:kicl:fmb?'m Ymmﬁ.ﬁl;:mbegimtnam:fﬂtdﬂm; even if they don't ask for you by name. We may also tell
apﬂﬁ.uﬂ]nsd::daﬂnnﬂrtnfkinhu tﬂ.Emdnmtwﬂmhhmahuﬂmymn‘mtignafmﬂntwﬂbepmiﬂnd
to you when you are admitted
*  Family and frends. We may give medical mformation about you to 2 frend or famity membes who is mvolved @ your medical care. Ths wonld
inchude persones named in ey health care power of atbomey or Smilar dooment given fous.
%nﬂy:hng;iwinﬁmrﬂﬁ.mh:lmﬂmhﬂp&whmmhﬂﬁﬁmmmﬂwﬂnﬂﬂlmm?mhmw
mm:m:ﬂeﬁmﬁmh#m.ﬁnnlymbe:m:bﬂmmmmm
hmudammwﬂl:ihymwﬂlﬂiWhﬂﬁnﬂ'ﬂgwnﬂﬂ:ﬂlhﬁmﬁﬁntm:hmgﬂwﬂhuﬂ:mmmﬂﬂhmym&
research Hosseser, we may use and g7 he=alfh information without i Hhe Sollowd
= Tf we have sobendtbed. it‘bamd:.g.nmnthzym' mmmmwﬁwmthhm
* To people within Christhiana Care who are preparing a research project or enwaolling patients in research projects.
Special Situabions
- hmulﬂhhlﬁhmmwﬁmﬂ to do so by federal, state, or Local lanw.
* To help avoid a serious threat to health or safety. To avedd a thoeat to fhe healfh and safety of you, Ehe public or another persan
*  Organ and tsswe domation. To agencies that hondle organ, eve, and tizsee donationes, or to 2n orgam donetion benk so these organizations may
i .

compensabion. We may share indormation to asz=t that provide benefis for work-related mjuries or dlness.

*  Public Health authorities. We may provide information for i Health acivities, such as reparting disease - hirths and deafhs; child
or alder alnse: rescbons to medicabiones; recall notifcations; or commmomicable disegoes
*  Health overaght acthvities. We may provide information to agencies monitoring the health care spstem or govermmnent programes or making sure
= wlmﬁ:ﬂ&plu. you are involved in a Lawsoit or a dispute, mnﬁm ndhl'mﬁm'ﬂ:ﬂiluﬂm}g- abonat o if wee get 2 valid court or

admmaristraiive ovder, ' ox other fromn someome ol ved e o
- Low cnlorcement. I soe ot acher i o 23 oy Lo Sniomceumerd afacisls . ace ocqaires 82 i 50 by Law

- hnﬂpﬂmh;wﬂ:mﬂmﬁsﬂvaﬂ;mﬂmuuﬂuﬁnﬂrm

- ﬁmmhﬁ:ﬁ&;mﬂhmmmmmh ﬂl:PﬂsmtnaguL

* To report about a death we think may be the result of criminal conduct. =

hmﬂgptymsh:qxutamﬂthuﬁmdﬂzm mvj:ﬁr&uﬂlei.hiﬂ}r,dﬂ:ﬁpﬁmmhﬂﬁmnfﬂ!mwhﬁ
commnitted Hhe o

cxime.
*  Deceased Individuals, qurmﬁmhyﬂﬁmﬂlﬁm“mqmmﬁmbamumﬁﬂmb
21346 S{ETISS)1013)
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identify a person who has died or fnd out wiy the person died . We may also give out medical information to funeral divechors. We will protect fhe
mﬁdﬂaﬂydmmmhmyﬂzﬂhmgmm
*  Mational security and intelligence activities. We may provide information to aafhorized federal officals for national secoity activities authorized
Iy Lawer. This inchodes fhe probection of the President or foresgn heads of shate.
Ll ﬁnmftﬁymlmarﬁmﬂﬂ:mcﬁmlhsﬁhﬁuimtmdﬂhcusbﬂdy&ahﬁvuﬁm‘ﬁdﬂw:mzyzﬂ:ﬂse?mmndi.a.l
Delaware Health Informalion Mebaork (DHIMN)
'Il\ht.'l]u :!I:m:.llﬂlﬂ:.ninmd:m called DEIT fo help s share your healfh information with ofher doctors and health care
that take care of you and to mformation from those other persomes irwobred in your care. This allows each of us to provide better

ware and to coordinate mmmmmsmmzwﬂﬁhmbmmm

When we need 'rn-'m'ilbm perm‘nlin. lo give oul your medical information
W woilll meed. fo use or pive out your mediical informakion for amy reasons that do not fall within fhe cabepories desoibed
Mmhmﬁm mmbuuﬂﬂwﬂqrﬂﬁbmnﬁ@mhn‘nﬂzﬁnﬁuhﬂ}ﬂﬂh

Hymg:wuspmnmmymnﬂghhbﬂckﬂldpmrmmmwdn‘g. :tmg’ﬁntﬁmhhbﬂympmﬂuiﬂxmwﬁﬂmlugumm
share medical mformabion about vou, for those achwaties and :'ul' your —sud'l.z-l::!hk:m-nf
mhmhhq:mﬂﬂﬂumﬂld'wehmgmm?m

Your g medical information abouwt you

= lnlnnli.:l-rlFt:.mpgr.Mnr.t-nihm?mhmhnﬂlhmdmdgd;nuwﬁm}ﬂmmﬂmhmh
m;inedauﬂ:luiuut?mm'lhhnkdnr?la :imnlﬂ]ihmﬁmrnhmr}lnmewzdzhﬂmﬂiluﬁmuﬁm SeTwices.
Hﬁuahﬂrtgrmﬂ,r]ﬂucuﬂzdhbﬂmgdﬂf! whﬂr?mnmwprmd:d_nymlaﬂchamwmnn‘r a fea fox
the costs of mailing or other supplies. You ask us fo provide a af :mdshaqrmﬁ:' electronic fonm or format. We
mllpwnd: mﬂl:rnqlxsbndhnrﬁmnat' it‘nnbeezilynud& mt?:wiﬂmgwﬂtymtnprwﬂ:ﬂtmwmm&ﬂ

ductnutﬁ:nnnﬂﬁ:nn:t

ﬂ\mmmnﬂf:ﬂkhﬂaﬂeblﬂyﬂlmugﬂmﬁu&wmEﬂﬁshwmwﬂltdlywﬂuumnd?wwﬂllm
hﬁ.?‘ﬂ'h review of that dedizion.

= Right “You have the nght fo 2sk for an amendment of information that is incorrect or moomplete for 25 long as the mformation is kept

Inrlhe 'I'n.'ldn'.im'm.'lnﬂﬂnult oot write to e Pr Officer amd :.mm“\:m:rhm of ==k s
e 11n5]'.l|'|:|]_ i Foa ATy Provide requect if you
- “hsmtmdndbrmuim-ﬂt mﬂh@&#nﬂdhmkmh@rmhmhm
* Isnot part of the medical 3 om ke=pd by or for Christiana Care.
*  Isnuot part of the information that you would be permitted fo inspect and copy.
* Iz aromwabe and
'I'.'onl'nv:a. o soberit 2 wribien stabemerdt bo Hhe Offacer with a demial of for an ammeniderend: amd e e
- ﬁ;ﬁllnaﬁluf&dﬂuﬂ.‘!’mhﬂﬂnn% Tecquest an “sccourting of disclosmmes” or a lst of who oulside of the hospital has received
rfnmnhmabﬂdm'lhsdnesrntapplv nﬁmﬁmgmhhhmdmmmmhgdpmduhmﬂrﬁmm
Tl:l.'d'.im'ﬂ.'ushst, st m tnﬂn: {Oiffscer. Your :ru.ldsl:dz:.lm'le- fhat miok be: Hhan
hsl-.‘ln"irwilltdl ﬂu:md:nd.? 'bdmewu.-mmlhlﬂt
*  Hight lo Molificalion of a Breach. Yo have right fo receive motice if there i 2 breach of your umesmired protected health mformatson (hat
z;..mnmlﬂlmmd access, use or disclomare of health information that e fhe security or po of the
oy acgesbon P : COmpTOmETes Y or privacy
- ﬁgﬁll|:|uli.lurmlﬂ:lmnrlIhe-:wil:hl-!ufw.r-hmlﬁ?mlmhdghtb::kmhﬁnﬂﬂrmﬁalhﬁmﬁmmm

treatment.
mm nﬁmd:m:bmtm:hm.umfmwd‘uﬂtmhmpdmiullmtnfpuc'k:hutbcdmdusndiml:!qmim}ﬂ]ﬂi
sons. That mformation may =Hl be used for treatmendt IIHII.III‘.Bd. lzw To ask for a restrichion, vou murst serud your
mquﬂ:th:-ﬂ!]’n'm:ytx'ﬁmmmhmmtmmﬂmﬂ}wmmmmhmtmmmmmm
mme,h:wmﬂmmmﬁmn:hmmbuﬂxardﬂ]bw}un want the homts to mformabon o r-
T T e o e e o B b e e
jruurhﬂ:]:lhmﬁmn:hmpmntr_“h m?mmﬂmmgsbmghrmmmdbﬂus wrould Iike a second
address or phone mumber to be used. e : =
* Hight io a paper copy of this Notice. To get 2 copy of this notics, 2k for 3 copy from Patient Regiciration or the Privacy Officer.

Changes io this Molice
Wee hawe the right to change this MNotice. Mirgubhlﬂuhmwﬂapp&vhrfnmhmmahﬂvlmw?wuwﬂaqm

e receive in the firhume. We will 2 copy of the corrent Notice in the and on our Web site: www chrishanacare. org,
Iiwenulrm:tm:ldmph Nuhmw:mﬂm?wmhﬂt Nuhne:f?mrudmt

Complainis

Officer. Flease dietail o allow 1= o look into B mather.

Ymnuv]:ku a wih the Offace of Civil Fightx at-

EeEuna Manager of the (ffice of Civil Rights, Region I, 150 5. Independence Mall W. Suite 372,

Public Ledger Emlch-lgPhiladzlpl'li:. PA 19106-9111 (215) B&1-4441, Hotline Mumber: 1-800-363-1019

PLEASE NOTE: Yiru will mot be treated any differendly for filing a complant.

How to conlact us

H?mhmn?quﬁhmsmﬂmmﬁmuﬁ?m;mdbmkzamqmdhhwtﬁnﬂm:mwt
Christiana Care, c/o Privacy Officer, PO Box 6001, Newark, DE 19718-6001 (302) 623-44568



