Student and Family Services Center

Parent Consent for Services

The Student and Family Services Centers at the Gadsden County High Schools are full service school sites that offer a range of services to students and their families.  All services are rendered by a professional staff: physicians, nurse practitioners, community health nurses, dentists, registered dental hygienists and dental assistants.  
Parents are contacted by telephone to verify your signature on this consent.

* This form will be valid as long as your child remains at the high schools.  

Without a parental consent form your child can only be offered basic services (i.e. first aid, general health

assessment, and general education). 
 With parent permission, the following services are available:

HEALTH/MEDICAL/DIAGNOSTIC/ASSESSMENT                                             OTHER MEDICAL SERVICES

(  ) Routine health and school sports physicals                                                        (   ) Individual and Family assessment                                                                                                            (   ) Immunization services                                                                                        (   ) Family Planning Services

(  ) TB Skin testing and follow-up                                                                              (   ) Blood pressure screening                                                                                                                        (   ) Maternity Services                                                                                              (   ) Human Growth & Development Education                                                                                              

(  ) Medicaid screening                                                                                              (   ) Nutrition services      

(  ) Communicable diseases assessment and follow up                                                                                

LABORATORY SERVICES                                                                                     RELATED FAMILY SERVICES
(  ) Diabetes (blood sugar)                                                                                          (   ) Individual and family counseling

(  ) Hemoglobin (anemia, low blood)                                                                           (   ) Group counseling

(  ) Routine blood check                                                                                              (   ) Drug prevention & Intervention Programs

(  ) Sickle Cell                                                                                                              (   ) Mentor Programs (role models)

(  ) Throat Cultures (strep throat)                                                                                (   ) Support Services for Teens

(  ) Urine test (bladder, Kidney)                                                                                **(   ) Dental: Oral Health Examination;

(  ) Sexually Transmitted Diseases (STD)                                                                                       Fluoride Varnish;
(  ) Pregnancy Screening                                                                                                                 Cleaning; Sealant; 
                                                                                                                                                         (plastic coating to 
                                                                                                                                                          prevent against cavities)                                                                                                                               
 * This form will be valid as long as your child remains at the high schools.  If you wish to discontinue clinic services, please contact the staff at the student health center.
 (  ) I acknowledge receipt of the Department of Health Notice of Privacy Rights and that my son/daughter 
_______________________________ has my permission to receive all services offered at high schools
(  )  I acknowledge receipt of the Department of Health Notice of Privacy Rights and that my son/daughter

_______________________________ has my permission to receive only the services checked.
(  ) I acknowledge receipt of the Department of Health Notice of Privacy Rights and that my son/daughter 

_______________________________ does not have permission to receive any services.
___________________________________                 _________________              ____________________________________

Parent Signature                                                              Date                                         Student Signature
___________________________________                 _________________               ____________________________________

Home Address                                                                 Date of Birth                            Student’s Social Security Number
___________________________________                  _____________________    ____________________________________

Student’s Medicaid Number                                         Type of Medicaid Plan                  Home Phone                                         
                                                                                            Staff Use Only

PARENT SIGNATURE VERIFIED BY: _______________________________          Date: ________________

PLEASE CHECK THOSE THAT APPLY AND USE THE ADDITIONAL LINES AT THE BOTTOM FOR MORE EXPLANATION.

1. _____ Chronic or recurrent illness? ________________________________________.

2. _____ Illness lasting more than a week? ____________________________________.

3. _____ Hospitalizations? _________________________________________________.

4. _____ Surgery other than having tonsils out? _______________________________.

5. _____ Injuries requiring treatment by a physician? ___________________________.

6. _____ Presently taking any medications (including over the counter)? _____________.

7. _____ Problems with blood pressure or heart? ______________________________.

8. _____ Dizziness, fainting, seizures, or frequent headaches? ___________________.

9. _____ Ever been knocked out or had a concussion? _________________________.

10. _____ Wear glasses or contact lens? ______________________________________.

11. _____ Wear any dental appliances such as braces, bridge, plates, or flipper? ___________.
12. When is the last time your child saw the dentist?(circle one)
               6 months
 
12 months 

over 1 year

never
13.  What is the name of your child’s dentist? __________________________________.

14. _____ Allergic to ANY medications (aspirin, penicillin, etc.) or latex? ___________________.

15. _____ Any knee injuries? ________________________________________________.

16. _____ Any ankle injuries? ________________________________________________.

17. _____ Any history of neck injuries? ________________________________________.

18. _____ Any other joint sprains or dislocations (shoulder, wrist, finger, etc)? ______.

19. _____ Any broken bones (fractures)? ______________________________________.

20. _____ Any organ missing other than tonsils (appendix, eyes, kidney, testicle)? ___.

21. _____ Any heat exhaustion or heat stroke? _________________________________.

22. _____ Any reason why this applicant should not participate in sports? __________.

23. _____ Date of last know Tetanus (lockjaw) shot? ____________________________.

Please use this space if needed to further explain any of the above answers or to provide additional information: _________________________________________________________________
      ______________________________________________________________________

**NOTE:     Students who take medications during the school day will require a special consent 

                  form.  Students who will carry medication will require a special consent form.
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