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PGCPS Children's National

School-Based Health Center

Registration Form

STUDENTINFORMATION PARENT/GUARDIAN INFORMATION

LastName: LastName:
FirstName: FirstName:
Date of Birth: / / Relationship tostudent:

Month Day Year
Home School: Grade: HomeTel:
Gender: OMale O Female O Other Work Tel:
Race/Ethnicity: O Hispanic O Black O White T AmericanIndian Cell:

[ Asian/PacificIslander 1 Other
Address:

City: State: ZipCode

Phonenumber:

Email address:

Willthe SBHC be the student’s regular doctor? O Yes O No

Additional Emergency Contact

LastName:

FirstName:

Relationship tostudent:

If not, whowill be the student’s regular doctor? Home Tel:
Name: Work Tel:
Telephone:
Cell:
Address:
Insurancestatus: O Uninsured OInsured
INSURANCEINFORMATION
PRIMARY SECONDARY
Insurance Name: Insurance Name:
Policy Number: Group # Policy Number: Group #
Plan Address: Plan Address:
Effective: Phone Number: Effective: Phone Number:
Subscriber: Relationship: Subscriber: Relationship:

Student'sNameonthePlan:

Student'sNameonthe Plan:

SCHOOL-BASED HEALTH CENTER SERVICES

Iagree to register my child/myself to receive services provided by the School Based Health Center (SBHC). I understand and agree to
the Children's National consent form that was signed and recognize services may include complete physical examinations, treatment
forchronicandacute health problems, healthscreenings, laboratoryand diagnostictests, administration/prescribing of medications,

health education, case management and/or referrals to specialists, and mental health and social services allwhich may be provided in

personorviatelehealth.

PLEASE REVIEW AND SIGN BOTH SIGNATURES LINE ON PAGE 2
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ITunderstand:

1. Children’s National staff will provide servicesin personorviatelehealth atthe School-Based Health Center (SBHC).

2. Guardians may attend non-confidential visits inthe SBHC. However, if the guardianis unable to be present at the time of the
visit, they will be notified when the visitis scheduled and receive a summary of the visit, unless the services are deemed
confidential per Maryland law.

3. Marylandlawdoesnotrequire guardian consentor notification for the following services provided inthe Health Center:
treatmentor adviceregarding drugor alcohol abuse, sexually transmitted infections, pregnancy, contraception for minors
under 18years of age, or mental health servicesforminors aged 12 years and older.

4. Allrecordsare confidential, retained within the Children’s National Medical Record, and accessible through the patient
portal.

5. Thatlimitedinformationabout my child's admission may be shared with the school nurse for care coordination and
continuity of care.

IfaPrimary Care Provider is onrecord, they will receive notification of the visit.

7. Ifmychild hashealthinsurance, Children’s National will follow the normal billing process as detailed in the outpatient
consent.

8. Ifmychilddoesnothaveinsurance, Iwillapply for medical assistance programs, including but notlimited to Medicaid. If my
childis noteligible, Iagreeto providefinancialinformation to Children’s National to determine eligibility for reduced charges
or charity care.

9. AnystudentenrolledinPrince George's County Public Schools will be seenregardless of insurance status.

Iunderstand the description of services and policies of the SBHC and give permission for my child toregister and receive servicesin
the SBHC.Iunderstand thatthis permissionwillbein place for one calendaryear and can be withdrawn atany time by submitting

notice inwriting.

Signature of Parent/Guardian (or studentif 18 years or older or otherwise permitted by law) Date

For Minor Consentservices detailedinitem #3

Signature of Student Date

Signature of SBHC Staff Witness Date

PLEASE REVIEW AND SIGN BOTH SIGNATURES LINE ON PAGE 2
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