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InterCommunity
Health Care for the Whole Person

lnter(ommunig School Based Health (enters

Registratlon and (onsent Form

Emcrgency Contact Number

Rrce

tr Black tr whitc E Asian

E American lndian/Alaskan Native

E Pacific lslander E Other Pacific Native

E Native Hawaiian tr other

E Unreponed or refus€ to repon

Parenvcuardian Date of Birth

E Public Housine. E Homeless: Ifyes. please specify: E Shelter tr Doubling up E Transitional B Other

E French

tr lndian

E Other

Ethnicity

E Hispanic/Latino

E Non-Hisparic/Latino

ParcnL/Guardian Name

Total # of Dependenrs in Household (including patienl)

E& Hrftrd Scndl Dinct d undl I r.voh rnL &$o.izti6 wiln ih. P.oarD Cddi.rc .r Inrqc@m@ity School Ared Hal$ C6!6

,.1.e of sch inlom.tio to rrN6s cl.imsrom, iGlrrneompdy l.u$ona di6 prtmor f'm m, in$rmcc.@pmy 10 lft€Cmmmiry

Insurance lD,/Medicaid lD i Group #

Poliq Holder's Name Polic\ Holder's Date ol Binh Polic\.Holder's Social Securih *

Th. Noiie of Pnv&, P...1i6 6 rl$ b. !c*d x qxy! imd{mlollrrvcr nq/trivrs-oEdic6,')

provid.d is h. md cmplct

School Name: Grade:

Dcar Parent or Guardiao: OurSchool Based Health Centcr is phased to provide
mcdical and behaviorsl heahh services at your child's school during school
hours Plers€ fill out this form and rcturn it to the school with yorr child to
enmll in th€ program.

l-asl Name l'irst \anrc \41 Datc of Uirth

Strecl Address C ir) State zip Social Securiw Number

Home Phone Email Address I Emergency Contact PersonCell Phonc Work Phone

t-

,

c!fldhi.dA'.iarqonduiidcl ori ro lam hN b opl in lo thi! co.vcnidl *!y to she. yd child'3 infomrdm wnh olhd provid.n

Crc

LE

a{

Sex

trM
tr r-'

Lrnguage

tr Iinglish

tr Spanish

E Russian

Priman Medical lnsurance

\4) Annual Household Income is:

o. ! slidin8fe rh.dul. l:l$ und.6hd ttd I*illb. finocidly BpoNibl. f6 rll chus.! inor.d



t% InterCommunity
Health Care for the Whole Person

lnter(ommunity School Based Health (entets

Pediatric Patient History

Childt Full Name Date of Birth Gender: EMale EFemale

Childl Doctor

trNew Patient trEstablished Patient Today's Date:

Parent(s) Name

childt Medical History ! Unknown flNo significant Medical History

(urrent Medications Allergiesto Medi(ines

Thiichild has been D|AGN0SEDwith:

trADD/ADHD Age:

tr Allergies/Hat fever Age:

EAnemia Age;

trArthma Agel

EAutism Agel

0Bipolar Disorder Age:

E1 Eleedinq/Blood Disorder Aqe:

tr Eroken Bonet - Detailsbelow:
A9e:

D(ancer-Type: _Age:
trCelia( Direase Age:

tr(hkken Pox Age:

Etunstipatjon Age:

EDepression Age:

tr Developmental Delay Age:

trDiabetes Age:

Efrequent Ear lnfections Age:

tr Stomach/Bowel Disorder Age:

EHeadaches/f,ligraines Age:

tr Heart(oodit,ons Age:

E lnfedious Direarer Age:

tr Leaming Ditability Age:

E Pneumonia Ag.:

E5(oliosis ((urved spine)

tr 5eizu,e5/Epilepsy

tr Siclle CellAnemia

E Stoma(h Problems

E Skin lssues

tr UTI/Bladder lofeclion5

trother

A9e:

Agel

Aqe:

Age:

Age:

Age:

Age:

(hild's H0SPITAI-lZATl0NS:

(hild! suRGERtES:

trAppendectomy

EAdQnoidedomy

E[arTubes

Age:

Age: _
Age: _
Age: _
Age: _

tr Eye Surqery

tr Hernia Repair

ETontillectomy

Age: _
Age: _
Age: _

E None

!0ther
trother

Hospitalization

Hospitalization

Horpitalization

Aqe

Age:_
Age:_

Child's fAMlLY H|SIoRY: Che* the diagnoses given to tirliiLdSlcbllc5 trUnknown

Please dr.le rel.tlonship:

M=tulother, t=tather. S=siblings, GM=Grandmother, Gt=Grandfather, o=other

oiagno5is of Relative Relationship to (hild Diagnolis of Relative

tr ADD M t 5 GiI GF 0 tr High Slood Pressure

tr Allergies M f SGi\,[ GF 0 O High (holesterol

tr Anemia MFSGMGF0 tr Learn ing Disability

D Asthma M F S Gl\.,l 6F0 E l\.,lentalRetardation

E Autism MFscMGF0 tr Ptydiatri( lllners

tr Slood Dirorder/Si*le Cell M F S GM GF 0 (Deprettion, Addidion, et(.)

E Cancer MFSGMGF0 tr Seizures/[pilepsy

E Celia( Disease M F S GM Gt 0 tr S|DS ((rib death)

tr Diabetes MFSGMGt0 tr Stroke before age 55

tr Stomach/Bowel Disorder M F 5 6M Gt 0 tr Sudden Death beforeaqe55

E Heart Diseate before ag e 55 M t 5 6M 6f 0 tr 0lher

Relationshipto (hild

l\4 F 56M 61 0

M F sGM 6f O

M F S 61r,1 Gf 0

M F 5 Gl\rl GF 0

M F 5 GI\,l GF O

MT

MT

MT

MT

lll F

6r\,{ Gt 0

GIll GF O

GIll GT O

GM6FO

GMGTO

So(ial/Environmental
(hild livet with:

OParent(s): trTogether tr Apan

Adopted !
Smokers live in homewith (hild?

(hild attends day (are?

Pets in the homel

Wellwater?

Home built before 19601

0ther

EMother

tr Fattur

trRelative

tr0ther

E Yes

D Ye5

E Yes

tr Yes

E Yes

trNo

trNo

trNo

trNo

DNo

Birth/Newborn Compli(ation5

! Premature) How early?

! NICtJ sray? How lonq?

!0ther

During pregnanq, the (hildt mother:

ESmokedl How mu.h?

E Drank al(oholl How mu(hl

Complete below section if child is less than five years old or if there was a significant/complicated pregnancy history.
Pregnanq/Birth Historyt Ched 0ll that opply Pregnanq Compli(ations

tr lnfections ODiabetes E Pre-e(lampsia

oMulriple Binht

tr0ther

I\,,lonth prenatal care began

Weeks ofpregnanry

Bjrth weighl

Medi(ations

EC-se(rion

trVaginal

Readion:



$a Intercommunity, Inc.
281 Main Street, East Hartford CT 061f8-1883

HIPAA Authorization to Use and Disclose Information

PIease note that this is a legal document and will not be honored unless it is completed in full.

Student Name: s5N

DISCLOSURE PERMITTED TO: Disclosure may be made to the East Hartford School District and its staff at my child's school
(including, but not limited to, school nurses).

INFORMATION TO BE DISCLOSED: The information to be disclosed includes copies of records of physical exams and
vaccinatlons performed by Intercommunity and all proteded health information that Intercommunity determines to be
necessary or appropriate to share for the purpose of managing and coordinating my child's cire and educational needs.

The following information shall be included onlv if checked:

E
a
tr

Substance abuse information
Mental health information
Hlv-related information

DATE, EVENT, OR CO DrrION WHEN THIS AUTHORIZATIO IS TO EXPIRE: This Authorization shall remain in effect
as long as my child is enrolled in the East Hartford School District and Intercommunity, Inc. is operating the School Based
Health Center, unless revoked sooner.

DATES OF TREATMENT COVERED BY THIS AUTHORIZATION: This authorization covers all dates of service and
authorizes the ongoing exchange of information. This exchange will expire upon revocntion of this Authorization or as
otherwise provided above for termination.

I understand that refusal to grant permission will in no way affect my child's right to obtain present and future treatment,
except where disclosure of such communications and records is necessary for treatment. I understand that I may revoke this
authorization, in writing, at any time, unless action has been taken in reliance on this authorization. I understand the
reasonable benefits and disadvantages of my decision concerning disclosure of the information specified above.

I understand that the information used or disclosed by this Authorization may be subject to re-disclosure by the recipient and
may no longer be protected by federal or state privacy laws; provided that if I am authorizing the disclosure of Hlv-related,
mental health, or substance abuse treatment information, the recipient is prohibited from further disclosing such information
withcut my specific written consent unless otherwise permitted under federal or state law.

Date

Revised: 8/1/22

*171664

DOB:

School: Grade:

I hereby authorize Intercommunity, Inc. and its representatives ("Intercommunity') to disclose the information
described below to be used for the ourpose of working with the East Hartford School District and its staff at my child's school
(including, but not limited to, school nurses) to manage and coordinate my child's health cire and educational needs. For
purposes of this Authorization, if the student is eighteen years or older, or otheMise permitted by law to sign this form for him
or herself, all references in this document to "my child" will be taken to refer to the individual student.

Personal Representative/Student Signature

Description of Personal Representative authority (e.9., parent)



oa InterCommunity
Health Care
H.alth Care for rhe Wholc Pefto,,.

Notice of Patient Rights and Responsibilities
Informed Consent/Permission to Treat/

Consent to Uses and Disclosures forTreatment,
Payment, and Health Care Operations Purposes/

Acknowledgement of Privacy Practices

If I am incapable ofconsenting to, or authorizing, any of the foregoing under applicable law, my
authorized representative (e.g., parent, legal guardian, or conservator) must indicate their
consent/authorization to the foregoing on my behalfby signing below.

Print Name of Clicnc/Patient Date of Birth Signarure Datc

Print Name of Client's Representative Representative's Signature Date

Relationship,ilegal Authority to the Client (i.e. parenVguardian/conservator ofperson)

MINORS IIUST ALSO SIGN IF THE FOREGOING RELATES TO THE USE OR DISCLOSURI OF
SUBST.\\CE U SE DISORI)ER I\FORMATION:

Signature of Minor/Client Datc:

ADMINISTRIITIVE USE ONLY

tr Unable to obtain written consentbecause: o Individual Refused o Emergency treatment situation o Individual not able to
sign due to incompetence/medical reason c Other:

o Rights and Responsibilities reviewed and given to client.

Staff Signarurc & Datc



t{ InterCommunitv
Health Care
H.olth Cnr. fot th. whol P.rcon

Notice of Patient Rights and Responsibilities
Informed Consent/Permission to Treat/

Consent to Uses and Disclosures forTreatment,
Payment, and Health Care Operations Purposes/

Acknowledgement of Privacy Practices

By signing below, I acknowledge that I have received a copy of lnterComnunity's Notice of Privacy Practices.

Please note that InteCommunity's Notice ofPrivacy Practices is subjectto change. A copy ofthe most recent
version can be found at the front desk or on Intercommunity's website at: https://www.intercommunityct.org/.

Print Name of Client/Patient Date of Birth Signature Date

Print Name of Client's Representative Representative's Signature

Relationship/Legal Authority to the Client (i.e. parent/guardian/conservator of person)

ADMIMSTRAI TVE USE OIILY

Unable to obtain witten consent because: o Individual Refused tr Emergency tr€atment situation o Individual not able to
sign due to incompetence/medical reason r Other:

Staff Signaturc & Date

ACKN..OWLEDGE}IE:'IT OF RECEIPT OF NOTICE OF PRI\',\CY PRACTICES

Date
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