
tt InterCommunity lnter(ommunity School Based Health (enters

Reglstntion and (onsent tormHealth Care for the Whole Person

School Name: Grade:

Dcar Parclt or Guardian: Our School Bascd Health Gnter is plcased to provide
medicrl and behsviorsl hcalth services at your cbild's school during school
hours. Pleas€ ftll out this form and return it to the school with your child to
enroll in the progrrm.

Dale ofBirlhLast Name \ll

/.ip Social Security NumberStreet Addrcss Cit\ State

E Public Housing E Homeless: Ifyes. please specify: E Sheher tr Doubling up E Transitional E Other

Emergency Contact NumberHome Phone Cell Phone Work Phone Emergency Contact PersonEmail Addrcss

Rrce

tr Black tr White E Asian

E American Indiar/Alaskan Native

E Pacific lslander E Other Pacific Native

E Native Hawaiian El Other

E Unreponed or refuse to report

Parenl,/Guadian Date of BirthParentcuardian Name

Langusge

tr English

tr Spanish

E Russian

Ethnicity

E Hispanic/Latino

E Non-Hispanic/Latino

Sex

trM
trF

E Frcnch

tr lndian

tr Other

Group #Priman Medical lnsurance Insurance ID/Medicaid ID #

Policy Holder's Name Policv Holder's Date of Binh Policv tlolder's Social Securitv #

My Annual Household Income is: Total# ofDependents in Household (including patient):
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l% InterCommunity
Health Care for the Whole Person

lnter(ommunity School Based Health Centers

Pediatric Patient History

tr New Patient I Established Patient Today's Date:

Parent{s) Nare

Child's Fuil Name Date of Barth Gender: EMale EFemale

Child's Doctor

Child! Medical History n Unknown ! No Significant Medical History

Current Medi(ationr: Allergies to Medi.ines: Readion:

This dild ha! been 0lA6N05tD with:

DA0D/ADHD Age:

trAllerqies/Hayfever Age:

ElAnemia Age:

EAsthma Age:

EAutism Age:

tr Bipolar Disorder Age:

trBleeding/8lood Disorder Age:

EBroken Bones - Detaik below:
Age

E Can(er -Type:

DCeliac Diseare

tr Chiclen Pox

EConrtipation

EDepression

Ag

tr Developmental Delay

E 0iabetes

E Frequenl Ear lnfections

tr Stoma(h/Bowe I Dilord€r

tr Heada.h es/Jtligra inet

EHeaft Conditiont

D lnfediou5 Diseaset

tr Learning DBability

E Pneumonia

tr5colio5i5 (cu.ved spine)

tr Sei?urey tpilepsy

tr Si*le (ell Anemia

E Stomach Problems

f]5kin lsue!
tr lJTl/Bladder lnfe(tion5

Oothe.

Age:

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

Age:

Aqe: _
Age: _
Age: _
Age: _
Age:

Age: _
Ag

Aq

Aq

Ag

Age:

Child's SURGtRIES:

trAppendectomy

EAdenoidedomy

E EarTubes

! None

Age:

Age:

Age:

Age:

Age:

tr EyeSurgery

E Hernia Repair

trTonsillectomy

Age:

Age:

Age:

tr0ther
tr0ther

(hitdl H0sPtrALtzATt0Ns

Ho5pitalization

Hospitalization

Ho5pitaliz.tion

Age:

Agel

Age:

Gild'r FAMIIY H|SToRY: check the diag noser given to the dild! relatives EUnknown

Please drde relationship:

M=Mother, F=tather, S=Siblinqs, GM=Grandmother, GF=Grandfather, o=other

oiagnosis of Relative Relationship to (hild Diag nosis of Relative

OADD Mf SGMGf 0 tr High Blood Pressure

tr Allergies Mf 56MGF0 D High (holesterol

tr Anemia M t 5 Gl\.,l GF0 tr Leaming Disability

tr Asthma M f Scill GF0 tr l\,4enta I Retardation

E Autism Mf SG[4GF0 tr Pry(h iatri( lll0ert

tr Blood Disorder/ Sidle (ell M t 5 6[.,] Gf 0 (Deprersion, Addiction, etc.)

E Gn(er MtSGMGF0 tr Seizures/Epilepsy

E (elia( Disease MtSGMGF0 tr S|DS (cribdeath)

tr Diabetes M F sclll 6F0 tr stroke beforeage55

tr Stomach/Bowel Dirorder M F 5 6l\,1 GF 0 tr Sudden Death before age 55

Relationihip to (hild

M f SGM GF O

M F 5GM GI O

M F SGM 6f O

tvl F s6M Gr 0

IlI F S6M GF O

MF

MF

MF

MF

GM6IO

GMGfO

6MGFO

6l\4 GF 0

GMGFOE Heart Disease beforeage 55 M F 5 Gll GF 0 D other

5odal/Environmental

ftild lives with:

trParentG): trToqether tr Apart

Adopted tr
smokers live in homewith child?

Child attend5 day care?

Pets in the home?

Wellwaterl

Home built belore 1960?

0ther

DMother

trtather
DRelati!e
E0ther

D Yer

E Yes

tr Yes

tr Yet

D Yes

!No
ONo

!No
trNo

trNo

Complete below section if child is less than five years old or if there was a significant/complicated pregnancy history.
Pr€9nanq/Birth H istory: (heck all th0t 0pply Pregnanry Compli(ations

tr lnfections E Diabeter E Pre-eclampsaa

El Multiple Birrhs

tr0ther

Medi(ations

Month prenatal care began

Weekg ofpreqnan(y

Bifth weight
Eirth/Newbom Conpli(ation5

tr Premdturel How earlyl
During pregnanq, thedildt mother:

E Smoked? How mu(h?
n NICU stay? How long?

trother

OC-se(ion

DVaginal

E Drank alroholl llow mu.h?



t,q Intercommunity, Inc.
281 Main Street, East Hartford CT 06118-1883

HIPAA Authorization to Use and Disclose Information

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

DOB

School Grade:

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

INFORMATION TO BE DISCLOSED: The information to be disclosed includes copies of records of physical exams and
vaccinations performed by Intercommunity and all protected health information that Intercommunity determines to be
necessary or appropriate to share for the purpose of managing and coordinating my childt care and educational needs.

The following information shall be included only if checked:

E Substance abuse information
I Mental health information
E Hlv{elatedinformation

DATE, EVENT, OR CONDITIO WHEN THIS AUTHORIZATION IS TO EXPIRE: This Authorization shalI remain in effect
as long as my child is enrolled in the Manchester School District and Intercommunity, Inc. is operating the School Based Healtir
Center, unless revoked sooner.

DATES OF TREATMENT COVERED BY THIS AUTIIORIZATION: This authorization covers all dates of service and
authorizes the ongoing exchange of information. This exchange will expire upon revocation 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 specifled 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 HlvJelated,
mental health, or substance abuse treatment information, the recipient as prohibited from further disclosing such information
without my specific written consent unless otherwise permitted under federal or state law.

Personal Representauve/Student Signature

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

Date

Revised:8/1/22

#771666

Student Name: SSN:

I hereby authorize Intercommunity, Inc. and its representatives ("Intercommunity') to disclos€ the information
described below to be used for the purpose of working with the Manchester School District and its staff at my childt school
(including, but not limited to, school nurses) to manage and coordinate my child's health care 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.



a.l InterCommunitv
Health Care
Heahh Car. for the whoL Pe'soti

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 of consenting to, or authorizing, any of the foregoing under applicable law, my
authorized representative (e.g., parent, legal guardian, or conservator) must indicate their
consenVauthorization to the foregoing on my behalfby signing below.

Print Name of Client/Patient Date of Birth Sisnature Date

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

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

MINORS MUST ALSO SIGN IF THE FOREGOING RELATES TO THE USE OR DISCLOSURE OF
SUBSTANCE USE DISORDER INFORMATION:

Date:

ADMINIST RATIVE USE ONLY

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

n Rights and Responsibilities reviewed and given to client

Staff Signature & Date

Signarure of Minor/Client:



$a InterCommunity
Health Care
H.alth Car. lot the whol. P.Bon

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

Consent to Uses and Disclosures forTreatment.
Pa1'ment, and Health Care Operations Purposes/

Acknowledgement of Privacy Practices

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

Please note that Intercorffnunity's Notice ofPrivacy Practices is subjectto change. A copy ofthe most recent
version can be found at the ftont desk or on InteCommunity'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 Date

Relationshipilegal Authority to the Client (i.e. parent/guardian/conservator ofperson)

ADNIIT*ISTRATI\T USE ONaY

Unablc to obtain \aritlen consent because: : lndividual Refused D Emergency treatment situation c tndividual not ablc to
sign due to incompetence/medical reason o Other

Staff Signature & Date

ACK.r-OwLf,DGEIIENT OF RECEIPT OF NOTICE OF PRI\ACY PRACTICES
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