
Ritchie Regional Health Center School-Based Wellness Center Consent Forms

HEALTH INSURANCE INFORMATION

PARENTS/LEGAL GUARDIAN (Please list all working numbers & check preferred phone box.)

STUDENT’S INFORMATION
Student’s Full Name: Date of Birth:

Parent/Guardian Email:

Sex:

Social Security #: School: Grade:

Father’s Name Date of Birth Social Security # Home Phone Cell Phone Other Phone

Mailing Address:

Child lives with:

Parent/Guardian Signature: Date:
Continued on back

Mother’s Name Date of Birth Social Security # Home Phone Cell Phone Other Phone

Guardian’s Name

Please list EMERGENCY CONTACT(S) other than yourself, who have permission to bring your child to be seen.

Date of Birth Social Security # Home Phone Cell Phone Other Phone

Name Relationship to child Home Phone Cell Phone Other Phone

Name Relationship to child Home Phone Cell Phone Other Phone

Name of Insurance Company Policy/ID Number Insurance Company Zip Code

Insured’s Name Insured’s DOB Insured’s SS#

Insured’s Name Insured’s DOB Insured’s SS#

Father Mother Other:

Private Insurance: 

Name of Medicaid Company Policy/ID Number
Medicaid: 

I understand that in case of an emergency, every effort will be made by the health center staff to notify me. The health center will attempt
to call me when my child presents themselves to the health center. If they are unable to contact anyone, a note will be sent home with my
child. I authorize that my child’s photo can be taken for identity/security purposes for their electronic medical records. I authorize release of
written and verbal information pertinent to my child’s health care between the school nurse and the health center staff only when necessary
for his/her care. I authorize a physician, physician’s assistant, family nurse practitioner, behavioral health professional, or other health
professional to provide necessary and/or advisable treatment for my child. I am aware that the Notice of Privacy Practice is posted at the
health center. I authorize the health center to release information regarding treatment to third-party payers such as Medicaid or insurance
for the purposes of billing and for any reason in accordance with acceptable medical practice pursuant to the law. I assign my insurance
benefits to be paid directly to the health center. I am financially responsible for non-covered services but understand that services will not
be denied due to inability to pay. I understand telehealth services are available and I can request a telehealth appointment if desired.

Number of Household MembersAnnual Income
No Insurance (discounted services based on annual income & family size) 

Name of Insurance Company Policy/ID Number Insurance Company Zip Code
Secondary Insurance: 

Both



Primary Care Provider:

Has your child ever had allergic reactions to any of the following:

Race

I give consent for my child to be COVID tested per the provider’s recommendation  -  Yes / No    Initials:

Are there any services you do NOT wish for your child to receive at the wellness center -  Yes / No
If yes, please list:

RRHC complies with county mandates and CDC requirements regarding the spread of COVID. RRHC has put into
place all safeguards for patients seen at our locations.

Bee Sting  -  Yes / No If yes, does your child have a prescription for an EpiPen  -  Yes / No
Food Allergies  -  Yes / No     If yes, please list:

Dentist:

Medication  -  Yes / No     If yes, please list:

Pharmacy: Pharmacy Address:

STUDENT’S HEALTH INFORMATION

RACE, ETHNICITY, HOUSING STATUS, AND LANGUAGE

PAST/CURRENT MEDICAL HISTORY (Please check all that apply.)

ADD/ADHD

Asthma

Birth Defects

Bladder Problems

Constipation

Diabetes

Diarrhea

Drug/Alcohol

White/Caucasian

American Indian/Alaska Native

Hispanic/Latino

Black or African American

Native Hawaiian/Other Pacific Islander

Asian

Multiracial:

Do not wish to answer

Ethnicity

Not Hispanic or Latino

Hispanic or Latino

Housing Status

Not Homeless

Homeless Shelter

Public Housing

Language

English

Spanish

Other:

Ear Infections

Epilepsy/Seizures

Hearing Problems

Heart Problems

Kidney Disease

Mental Illness/Depression

Mononucleosis

Pneumonia

Rheumatic Fever

Scoliosis

Sinus Problems

Speech Problems

Stomach Problems

Thyroid Disease

Urinary Disease

Other:


