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HEALTH CENTERScHooL.BAsED

Cab/Charter School-Based Health Center
100 N. DuPont Road

Wilmington, DE 19807
Phone: 302-65L-2100 Fax: 302-651-23.1t

Health Center (SBHC) is a partnership between Christiana Care Health
invitation to sign up your child for services in the SBHC. At the age of 12

Health care in the SBHC is provided by a multi-dlsciplir ary team. A Nurse Practitioner, a Licensed Clinical Social Worker/
Licensed Professional Counselor of Mental Health, and a Reglstered Dietitian provlde care at your child's school.

To slgn up your child in the SBHC, you need to provide the followlng:
. Up-to-date lnsurance information is needed if your child is insured. {Note: No co-pay, co-insurance or deductible will

be charged to you and no one wlll be turned away based on ability to pay).
o A completed Consent Form (included in this packet).

o A completed Student Registration Form and Health History Form (included in this packet)

The completed enrollment/registration forms should be returned to the SBHC as soon as possible.

sBHC servlces offered:
. Counsellng (indivldual, family, andgroup)
. Health educatlon/rlsk reductlon
. Crisis intervention and suicide prevention
. Nutrition/welghtmanagement
. Physicals (sports, school, or pre-employmentl
. Health screenings
. lmmunizations
. Diagnosls and treatment of mlnorlllnesses/iriurles

Please know that your child's pediatrician or family doctor will still be your child's main doctor. The 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 add to the care provlded by your maln 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 good care of your child. lf your child does not have a doctor, we can help you find one.

We hope that you will register your child in the SBHC.

Then, together with you and your child's main doctor, we can work towards keeping your child healthy and in school. Please
encourage your child's pediatrician or family doctor to call the SBHC with questions. lf you have questions or need more
lnformatlon, please call the Wilmington Charter/Cab Calloway School-Based Health Center at (3021 651-2100.

Sincerely,
Jenny Stamatiadis, LCSW, Site Coordinator
302-651-2100

Kathy Cannatelll, MS,

Manager community Health and Preventive Medicine

Registratircn for L1 Vear olds onlV
Dear Parents/Guardians:

Ihe Wilm ington/Charter/Ca b Calloway School-Based

Services and Red Clay School District. This letter is an

a new consent wlll be need to be slBned.



302‐428-6557

Martha Coppage― Lawrence,CPNP,Load Nurso Practlioner,

School― Based Health Centers for Christiana Care

302‐ 428‐6558

SCH00卜 BASED HEALTH CENTER

PARENT/STUDENT CONSENT FOR SERViCES
Wilmington Charterノ Cab ca:loway

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.

Services Provlded:

. Comprehenslve health assessments (for stJdents without a primary care physician)

. lmmunizations

. Diagnosis and treatment of minor, acute a1d chronic medical
Conditions

. Nutrition Counseling and education

. Referrals to and follow up for speclalty care, oral and vision health services

. Mental health, crisis intervention, counseling and treatment
o Referral to mental health and substance abuse services lncluding emergency psychiatric care,

community and support pro8ram

THE SCHOOL.BASED HEALTH CENTER DOES N,OT PROVIDE THE FOLLOWING SERVICES:
. Treatmont or testing of complex medical or Fsychiatricconditions. Ongoing primary treatmenl of chronic medical conditions
. Complex lab tests. Hospitalization

' X-Rays

ln consenting to permit my student to participate in tre School-Based Health Center, I acknowledge and agree to the
following:

1. I have had the opportunity to receive and review the christiana Care Health Services' Notice of Privacy Practices

broch ure which ls attached.
2. t understand lhat the School-Based Health Center may use telehealth to provide mental health servlces. The vldeo

conference between student and mental health provider will not involve data storage, recording, or archiving.
Telemedicine encounters are subject to the requirements of the HIPAA Privacy Rule that apply to Protected Health
lnformation.

3, I understdnd lhat insurance may be bllled for covered servlces and I agree to provide insurance information before
services are provided.

4. t understond that the School-Based Health C€nter shall not charge co-pays or any other out-of-pocket fees for use of
its services.

5, I understdnd lhis consent may be revoked in o/riting at any time, except to the extent that action has been taken in

relianceon this consent. The revocation mustbe in writing and sent to the School-Based Health Center associated

with my student's care,

6. I ogree that all information provided on the registratlon Health History Form and this consent is accurate and

complete.
7. Mystudentand lhave read thisform carefull'y. lall myquestlons have been answered to mysatisfactlon. I

understand that, I may call the School-Based Health Center Coordlnator if I have any questions before or after I

sign this Consent for Services.

By slgnlng below, I certlfy that I am the parent or legel guardian of the student named above and have read the above consent
statements about services offered at my student's Scrool-Based Health Center and voluntarily agree to have my student
participate. I acknowledge that I have been glven no guarantee or assurance as to the results that may be obtained from the



servlces/treatment.

Print Name of Parent/Legal Guardian:

Signature of Parent/LeBal Guardian:
Chrlstiana Care Health System School-Based Health Center

Patient Registration Form

lnformation - Please Print Grade:  6 7 8
Patlent's Last Name:

ldentlfled Sexr tr Male E Female E Tlansgender Male E Transgender Female EDecline to Answer

zlp Code

Race (please circle all that apply):

caucaslanAVhite Black/AfrlcanAmerican Aslan/NatlveHawellan/Other
Paclfic lslander

Americanlndian/AlaskanNative Undetermlned

Primary Care Physlclan (FamilV Doctor)

Name:

Phone Numberr

lnformation

> lnsurance lnformation (REQUIRED)-5end in g

Time:

Ethnlclty (please circle):

Hispanlc/Latlno Arablc

Non-h ispanlc/latlno/arabic

ln case of an emergency aontact:

Relationshlp to patientl

Legal Guard ian
Mother's Full Legal Name: Oate of Blrth:

Address: Home Phoneflr

Parent EmailAddress: Co‖ Phonell:

Employer Name & Addressi Work PhoneH:

Father's Full Legal Name: Date of Birth: Home Phonefl:

Address: Ce‖ Phone■ :

Employer Name & Addressl Work Phone#:

Legal Guardlan Name (if not mother or father): Relatbnshlp to Student Date of Birth: Home Phone#:

Addressi Cell Phonefl

Employer Name & Address: work Phonef:

source ol payment for.ere, please check off one ofthe tollowln8:

FrO″ ,α″J βac々 lnsuronce Card

_No lnsurEnce

-Medlcald 

Provlder:



subscrlber Name: Pollcy Number:

Relatlonshlp to Student:

subscrlbe. Elnhd.te:

Subscrlber Name:

Rel.tlonshlp to Studentl

subscrlber Blrthdatei
oelaware Healthy Chlldren Program

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

A complete and accurate health history is needed in order for Center staffto provide high quality care. Please complete this form as

much as possible. Please print all information.

Student's Name DOI] Grade

(Last) (First)

Does your child have any allergies? (food, medication, latex)

D Yes tr No Ifyes, please list?

Please provide the following information about medicir-es your adolescent is taking.

Name of medicines Reason tal,-en How long taken

(N41)

Primary Care Provider Name:

Please indicate wfuch of the following your CHILD has ever lad:

O Acne/Skin Problems
0 ADHDncaming disability
tr Anemia
! Anxiety
0 Arthritis
O Asthma
0 Cancer
tr Chicken Pox
D Cystic Fibrosis

E Diabetes
tr Depression
o Fainting Spells
o Frequent Colds
tr Headaches
! Head lnjury
tr Heart Disoase
0 Heart Mumur
o Hemophilia

O Hcpatitis
o Hith Blood Prcssure
D High Cholesterol
o Kidncy/Bladder Discasc
o Pregnf,ncy/Child Birth/Miscorriagc
D Rheumatic He{rt Disease
D Scoliosis
o Seasonal Allergies
tr Scizucs

o Sickle Cell
o Sleoping Problems
tr Sports Injury
o Stomach/Intostinal Problcms
o Suicide Atkmpts
o Suicidat Thoughts
D Substance Abuse
D Thgoid Disease
tr Tubcrculosis

if any ofthe above is checked, please give more detail.

Has your child cver been hospitalized or received oounsoling for omotio[al hoalth?

DYes oNo lfyos, whcn?

Reason:

Whcre?

Please chcck any ofthe following illnesses that your FAMILY MEMBERS G,arent, brothsr, sister, grandparent, aunt, uncle, etc.) have over

had and indicate which family mernber next to tho illness,

tr ADHDIeaming disability D Hcadaches

! A lcoholism/Dlug Abuse tr Heart flsease
o Hemophilia O Thyroid Dlsease

O Tuberculosiso Hepatitb
o High BlDod Prossue ! Unexplained Death

C Other□ Billll dOfccts o High Cholcstrrol _
D Ki<lneyrBladdcr Diselse_
o Mental lllnass

o Cancer
C Cystic Fibrosis

0 Obesity

D Sickle CeU

O Stroke
! Ancmia
tr Arthritis
o Asthma

tr Deaftess
tr Diabctcs C Scianro3



If you have any concerns, please encourage your child to schedule a visit at the School-Based Health Center or you can feel free to callus to
discuss your concerns.
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Notice of Frivacy Fractices
l:,ffctth,e thte: Septc l'et 23,2013
This notice dsscribes how medic€l information about you may be used and disclosed and how you can get access to this
information, Please revlew lt carefully. If you have a questlon, contact the Prlvacy offlcer at (soz) oza-e+os.
our promise
We know that your medlcal information Is very personal. we do our best to protect the priyacy of your medical information. We y/lll only use
and dlsclose your lnformatlon as allowed by applicable law,
We are reguired by law to:
. Do what thls Notlce says.
o Mal(e sure that your lnformatlon is kept prlvate.
. Only disclose the minimum necessary lnformatlon for the lntended purpose.

" Tell yotl lf therc ls a llreach of your prlvacy,
Urho will follow this notic€?
. All Chrlstlana Care organlzatlons, Facllltles and medlcal practlces,
. Any doctor or other person caring for you
. All people who work for Chrlstlana Care

" All Chrlstlana Care volunteers,
. Any lluslness assoclate needlng health lnformatlon so tlrey can provlde servlces for us,
How wc may use and glve out medical lnformation about you
Here is how we u6e and give out medical infornration,
Although thls llst ls not completer all of the ways we are allowed to use and glve out lnformatlon without your permlsslon will fall wlthtn ofle
of the headlngs llsted.
o To take care of you. We may use your healtlr lnformatlon to glve you medical care. we may glve out medlcal lnformation about you to
doctors, doctors ln trainlng, nurses, students or other people ln the hospltal who are part of your care here. We may also glve out medlcal
informatlon to work wlth people outslde the hospital who provlde care for you.
o To get paid. We may use and glve out health lnformation about you so that the care you recelve here wlll get pald by you, an lnsurance
company, or other payor. For example, we rnay tell your health plan about care you recelved, so lt can pay us for that care. We may also
tell your health pla[ about care you are golng to get to flnd out lf they wlll pay for that care.
. To run Chriatlana Care, We may use and glve out medlcal lnformatlon about you to run Chrlstlana care. we may also use your
information to see how we took care of you and how you dld. We may also put together medical informatlon about many patlents to dectde
lf tlrere are other servlces Chllstlana Care should offer, what servlces are needed or not needed, and what neu/ treatments are effecuve.
People taklng care of you, lncludlng doctors, nurses, and students, may recelve lnformatlon for learntng purposes. Informa on may be
comblned wlth medlcal lnformatlon from other hospltals to compare how we are dolng and see lf we can lmprove the care and servtces we
omer,
. Fundraising activities. We may contact you to asl( for a donallon. We have the rlght to use certaln Information for thls purpose
(lncludlng your contact lnfonTlatlon, age, qender', dates of servlce, department of servlce, treatlng physlclan, outcome lnformaHon and
health lnsurance status). If you do not wlsh to be contacted for our fundralslng efforts, you may opt out by calltng 1-800-693-2273, sendlng
an email to opt out@ chrlstlanacare,org or writlng to the Chrlstlana Care Offlce of Development, 13 Reads Way, Suite 203, New Castle, DE
19720. We wlll not condltion your treatrrent on your agreeing to be contacted for fundralslng purposes.
u Hospital dlrectory. If you are a patlent ln our hospltal, we may Include llmlted lnformatlon about you ln the ltospttal dlrectory so your
frlends, fanrily and clergy can vlslt yoLr and flnd out how you are dolng. Thls Informatlon may lnclude your name, locaUon in the hospital,
phone number, your general conditlon (good, falr, serious or crltlcal), and your rellglon. All lnformauon except for yout.religion ntay be
given to people who ask for you by name, Your rellglon may be given to a member of tlre clergy, even if they don't ask for you by nante.
We may also tell that a patlent lras dled after next of kin has been told, If you do not want anyone to know about you, you must stgn a form
that wlil be provlded to you when you are admltted.
o Fanrily and friends. We may glve medlcal lnFormatlon about you to a frlend or Famlly nrember who ls lnvolved in your medlcal care, Thls
would Include persons named ln any health care por,ver of attorney or simllar document glven to us. We may also give lnformatton to
someone who helps pay for your care. In additlon, we may glve out medlcal lnformatlon about you to an agency helplng in a dlsaster reltef
efort so that your famlly can be contacted about your conditlon, status, and loca on,
. Research. In most cases, we wlll ask for your wrltten approval before uslng your medlcal lnformation or shating it wlth others ln order to
carry out research. l-lowever, we may use and glve your health lnformatlon without your approval ln the following ways:
6 If we have submltted it to a research commlttee afld they have taken steps to make sure yout lnformaUon \r{lll be protected.

" To people vYlthln Christiana care who are preparing a research prolect or enrolling patlents ln research projects,
Special Situations
We may glve out information about you wlthout your permlsslon in the followlng sltuatlons:

' As required by law, When v{e are req[lred to do so by federal, state, or local law.
i To holp avoid a sefious thr€at to health or gafety, To help avold a threat to the health and safety oF you, the publlc o[ another
person.
. Organ and tissue donation. To agencles that handle organ, eye, and tlssue donatlons, or to an oroan donation bank so these
organlzatlons may asslst transplantatlon.
" Milltary ond veterans. If you are a member of the armed forces, lye may release medlcal lnformaUon about you as requlred by mllltary
command althorltles. we may -glve inrornratlon to the Department of Veterans Affairs to ffnt1 out if you can get certaln benents.
o l,lrorkers' compensation. We may share lnformatlon to asslst plograms that provlde benefits foi work-related lnjuries or illness.. public Health authorities. we may provide lnformation for public Health activities, such as reporting dlsease oufbreaks; blrths anddeaths; chlld or elder abusel reactlons to medlcatlons; recall notlffcatlons; or communtcable dlseases.



o Health ovclsioht rictivities. we may provlde InFormatlon to agencles monltortng the health care system or government programs ormaking sure hospitals are following the law. These actlvities include audits, lnvestig;flons, injpJions,lno rrcensrng.
" Lawsuits and disputes. If you are lnvolved ln a lawsult or a dlspute, we may glve out med'lcal lnfoima0on abouiyou lf we get a validco!rt or admln,stratlve order, subpoena, dlscovery request, or other legal request-from rom"on" rnuoir"J in the case.o Law enforcement. If we are asked to do so by law enforcement offl;tals or are requlred to do so bv taw:. In response to a valid court order, subpoena, warrant, summons, or other stmllar p;ocess.. To ldentiF/ or flnd a suspect, fugtflve, materlal wltness, or mlsslng person.
" To report about the vicum of a crrme rf, rn certarn cases, we are unabre to get the person to agree.
To report about a death we thlnk may be the result of crlmlnal conduct.
o To report crlmlnal conduct ln our faclllfles,
' In emergency cases to report a crime, the locatlon of the crltne or victlms, or the idenuty, descrlpflon, or locauon of re person wltocommitted the crlme.

' Deceased rndividuBls' coroners, medical examiners, and funelal directors. we may provlde Information to a coroneI or medlcalexamlner to ldentli/ a person who has dled or find out why the person clled. we may also glJe'out meciriir tnforma on to rr,leraj oir"itoo.we will protect the confidentlallty of your medlcal informauon for so years following your dieath. '' --
o National.security and intelligence activities. we may provlde lnformatton to irithortzed federat offtclals for nauonat securtty ac8vtflesa(thorlzed by law. This lncludes the protecuon of re presldent or forergn heads of state.
' prisoners' If you are a prlsoner of a correctlonal instltutlon or underihe custody of a iaw enforcement ofFlclal, we may release your
medlcal lnformatlon to the prlson or law enforcement omclals when necessary for iour health ino saieiv or ttre rr"aittr ino iur*v li oit 

"".Delaware Health Information Network (frHIN)
We take part ln a health lnformatlon exchange called DHIN to help us share your health tnformauon with other doctors and health careorganlzatlons that take cnre of you and to get lnformatlon from those other persons involved tn your caie. Thts allows each oi us to frovtriebetter care and to coordlnate your care' Informatlon on DHIN's prlvacy practlces ts avatlable on its webslte: www,dhin,orglconsumer, Tocontact DHtN, call (302)678-0220.
When we need your wrltten permlsslon to glve out yoqr medlcal informafion
we wlll need your wrltten permlsslon to use or glve out your medlcal lnformatlon for any reasons that do not fall wtthln the categorlesdescribed above ln thls Notlce. speclflcally, we need your permlsslon to use or release [syctrottreripy notes, to use lnformation forrnarketin0 or to sell health lnformauon.
IF you glve us permlssloil, you may take back that permlsslon, ln wrltlng, at any flme, If you take back your permtsstor.t, we wlll no longer
use or share medlcal lnformatloll about you, except for those actlvltles and purposes not requlrlng your permtssion - such as to take care ofyou, get paid, and run Chrlstiana Care. You understand that we are unable to tal(e back any tnfor-miflon we have.tlready sfrarea wittr vouipermisslon and that we have to keep records of all the care that v{e have gtven you,
Your rights regarding m6dical information about you
' Right to look st and get a copy, Most of the tlme, you have the rlght.to look at and get a copy of your health tnformaflon that may be
used to lnake declslons about your care. To look at or get a copy of your health lnformation, pteeisi write to Health Informa on
Manaqement Servlces. If lt ls a bllllng record, please contact the bllllng department where your servtce was provided. If you ask for a copy,wemaychargeafeeforthecostsofcopylng,rnalllngorothersupplles.Youmayaskustoprovldeacopyoiyorrrecordilnaspectflc'"
electronlc form or format. we wlll provlde the copy ln the requested form or format if tt can be eas y mjrie. If not, *e *rit arranie *rirr ynu
to provide the copy ln another readable electronlc form and format. on rare.occastons, we nlay not be able to let you see or getiopi"i Jryour records. lf this happens, we wlll tell you the reason and you wlll have the right to reques[ revtew of that declslon.
" Right to amend' You have tlle rlght to ask for an amendment of lnformation ihat ls lncorrect or incomprete for as long as the lnformaflonls kept by the hospltal ro ask for an amendment, you must wrlte to the privacy offlcer and proura" 

" 
i""'ron. we may dlny your request lfyou ask us to amend informa on that:

. was not created by us, unless the person or entity that created the Information ls no longer available to make the amendment.
" Is not part of the medlcal lnformaflon kept by or for Chrisuana Cale.. Is not part of the lnformatlon that you would be permltted to lnspecl and copy.
o Is accuEte and complete. You have a rlght to submlt a wrltten statement to lhe prlvacy officer disagreelng wlth a denlal of your requestfor an amendment and to have lt released with your lecords.
" Right to a list of disclosures' You have the rlght to request an "accounting of dlsclosures,, or a list of who outslde of the hospltal hasrecelved lnformatlon about you, This does not apply to lnformatton glven to take care of you, for ahri;ti;na care to get pald, or to nrnclrrlstlana care, To ask for thls llst, you must puL your request ln wrlung to the prlvacy offlcer. vour re+iest must state a ume pertod thatmay not be longer than slx years. rhe flrst llst you ask for wlthln a 12-;onth pertod- w l ou ii"e. iiyoriru,rt more llsts, rr,,e may charge youfor the costs of provldlng the llst, we wlll tell you the cost and get your approval uerore *e mirt tiiorist."-
' Right to Notification of a Breach. You l)ave the right to re;elve noti;e lf there is a u.ealh or ;;i ;;secured protected healthlnrormatlon (that ls, an unauthorlzed acqulsltlon, access, use or cllsclosure of protected n"arin In16ira trln'tr,at co,rprori"ei ttr" i".urtty o,privac.y of the lnformauon), Thls no ce maybe glven by mall or through the news medla.
o nioht to ask for r€strictions on the use or dicclosure of your information. vou have the rlght to ask us to llmit the medlcalinformatlon we use or qlve out abotlt 

!/ou. we may not be able io agree to yourequeit. iiwd oo iijil", *. *rrr do as you ask unless thelnforntaflon ls needed to provtde you emergency treatment,
You may request that lnformatlon about an itern,or servlce_for whlch you have pald ln full out of pocket not be dlsclosed for payment orhealth care operauors. That Informaflon may sfllr be used for treatmdnt purposes or as ieqrrl=o tir'ii"ri,""To ask for a restrlctlon, you must send your request to the Prlvacy ofllcer, ln.wrlflng. In your request, you must te us (1) what lnformationyou wanr to trmtr; (2) whether you want to Imtr our use, how we share your tnform;rion; o; boit;;;; i;i t" whom you want the ltmtts toapply, for example, lnfoflnauon to your spouse.
6 Risht to confidential communications. You have the right to ask us to contact you using a dlfferent address or phone number so you
:::'"ifi3r'.,'#:J::'|l|lltilXli'J lJ[iti;]l",,vou 

provrdelour ada'es' *rren i"jilte,i,q i;,i"-,;";,'r,, need to rer us you wourd rrke a

:,*fl!::"f fr:3i[.',?XJ 
of this Notice' ro eet a copv of this notice, ask for a copy rrom pat,enr Resistrauon or the prrvacy orflcer,

H1:HH jl._.:r,L","Tilpft,llfrT;:* A chanees to rhe Noflce w appty ro rnformauon we arready have abour you as well as any
we wlll post a copy of the current Notice ln the hospltal and on our web stte: www.chrlsflanacare.oro.Ifowe rnakeflaterrar changes to thrs Notice, *u *rrr'fiouile yo, 

-rirtn iil ,paut"a Notice at your nexivrsit.
lr you thlnk your prlvacy rlqhts have. been vlolated, you rnay flle a comprarnt wrth rs.by wrrflng to the chrrsflana care prrvacy offlcer. preaseprovldc enotrgh detall to allow us to look rrto t 

" 
,,Jti".. i,iu'i"""-y uirl'nr" a cornprarn[ *rtn tii,,"oiii"" -"i'c]vrr 

Rrohts at: Reoronal Mananpr


