
SCHooL-BASED HeIIrx CENTER
Cab Calloway Middle School

100 N. DuPont Road
Wlmington, DE 19807

Phone: 302451-2100 Fax 302€51-21 11

REGISTRANON FOR 11 YEAR OLDS ONLY
Dear Parents/Guardians:

The Wilmington Cab Calloway/Charter School-Based Health Center (SBHC) is a partnership between Christiana Care Health

Services and Red Clay School District. This letter is an lnvitation to sign up your child for services in the SBHC. At th€ age of 12

a new consent wlll be need to be signed,

Health care in the SBHC is provided by a multi-disciplinary team. A Nurse Practitioner, a Licensed Clinical Social Worker/
Licensed Professional Counselor of Mental Health, and a Registered Dietitian provide care at your child's school.

To sltn up ydrr chlld in thc SBlrc, you nced to proqidc the following:
. Up-to-date insurance information is needed if your child is insured. (Note: No co-pay, co-insurance or deductible will

be charged to you and no one will be turned away based on ability to pay).

. A completed Consent Form (included in this packet).

r A completed Student Registration Form and Health History Form (included in this packet)

The completed enrollment/registration forms should be returned to the SBHC as soon as possible.

SBHC services offered:
. Counseling (individual, family, andgroup)
. Health education/risk reduction
. Crisis intervention and suacade prevention
. Nutrition/weightmanagement
. Physicals (sports, school, or pre-employment)
. Health screenings
. lmmunizations
. Diagnosis and treatment of minorillnesses/injuries

Please know that your child's pediatrician or family doctor will still be your child's main doctor. The SBHC does not take the
place of your child's pediatrician or family doctor, and SBHC doctors and nurses will work with your child's main doctor to care
for your child. The SBHC offers services that may add to the care provided by your main doctor. When appropriate, and with
your permission, we will try to share medical information with your child's doctor to prevent any duplication of health care
services, and to take good care of your child. lf your child does not have a doctor, we can help you find one.

We hope that you will register your child in the SBHC.

Then, together with you and your child's main doctor, we can work towards keeping your child healthy and in school. Please

encourage your child's pediatrician or family doctor to call the SBHC with questions. lf you have questlons or need more
information, please call the tryilmington Cab Calloway/Charter School-8ased Health Center at (302) 651-21m.

Sincerely,

Jonny Stamatiadis, LCSW, SitB Coordinaor
302€51-2100
Kathy Cannatelli, MS,

Manager Community Health and Preventive Medicine
302-428-6557

Martha Coppage-Lalvrenc€, CPNP, Lead Nurse Practitionor,

School-Based Health Centers for Christiana Care

302428455a

ChristianaCare



SCH00L― BASED HEALTH CENTER
PARENTノ釘 UDENT CONSENT FOR SERV:CES

Cab Ca‖ owav Midd:e Schoo:′ Red C!ay Schoo:【 )istrict

give my consent for
(Parent/Legal Guardian of Student) (Name of Student)

toteceivehealthsei,vicesatthe@5chool-BasedHeaithcenteradnlinisteredby
christiana care Heahh Services.

Services Provided:

. Comprehensive health assessments (for students without a primary care physician)

. lmmunizations
o Diagnosis and treatment of minor, acute and chronic medical

Conditions
. Nutrition Counseling and education
o Referrals to and follow up for specialty care, oral and vision health services
. Mental health, crisis intervention, counseling and treatment
o Referralto mental health and substance abuse services including emergency psychiatric care,

community and support program

THE SCHOOL.BASED HEALTH CENTER DOES NOT PROVIDE THE FOLLOUIII{G SERVICES:
. Treatment or testing cf complex m€dic€l or psychiatricconditions
. Ongoing primary treatment of chronic medical conditions
. Complex lab tests
. Hospitalization
. X-Rays

ln consenting to permit my student to participate in the School-Based Health Center, I acknowledge and agree to the
following:

1. I have had the opportunity to receive and review the Christaana Care Health Services' Notice of Privacy Practices
brochure which is attached.

2. I unde$tond thatthe School-Based Health Center may usetelehealth to provide mental health services. The video
conference between student and mental heahh provider will not involve data storage, recording, or archiving.
Telemedicine encounters are subject to the requirements of the HIPAA Privacy Rule that apply to Protected Health
lnformation.

3. t undemtdnd that insurance may be billed for covered services and I agree to provide insurance information before
services are provided.

4. I understond lhat the School-Based Health Center shall not charge co-pays or any other out-of-pocket fees for use of
its services.

5- t arnderstond this consent may be revoked in writing at any tinre, except to the extent that action has been taken in
reliance on this consent. The revocation must be in writing and sent to the School-Based Health Center associated
with my studenfs care.

6. I ogreethatall information provided on the registration Health History Form and this consent is accurate and
complete.

7. My student and I have read this form carefully. All my questions have been answered to my satisfaction. I

understand that, I may call the School-Based Health center coordinator if I have any questlons before or after I

sign this Consent for Services.

By signing below, I certiff that I am the parent or legal guardian of the student named above and have read the above consent
statements about services offered at my student's School-Based Health Center and voluntarily agree to have my student
participate. I acknowledge that I have been given no guarantee or assurance as to the results that may be obtained from the
services/treatment.

Prlnt Name of Parent/Legal Guardlan:

Slgnature o, Parent/Le8al 6uardlan: Date: Time:



Christiana Care Health system school-Based Health Center
Patient Re8istration Form

) tnsurance tnformataon (REQUIREDI-Send in o Copy Front and Eock of lnsuronce Cord

Patient (Student) lnformation - Please Print (in pen) Grade: 6 7 8
Patient's Last Name: First: Middle:

i.iclnifu iGE tr ii.ie E -cmaic tr Transgcrxicr iti.i. B Tranrt.odrr ;.m.i€ EiEEire ro Answer

Address: Citv statc zip cod. Birthdate:

R.c. (please circl. allthat apply):

caucasian^rrrlite Black/African American Arian/Native Haw.iian/other
Pacific lslander

American lndian/Alaskan Native undetermined other

Ethnicity (please circle):

Hispahi./Laliho Arabic

Noh-hispanic/latino/arabic

Prim.ry care Physician (Family oo.tor)

Name:

Phon€ Numb.r:

ln case of sn amertcncy aontad:

R!lation.hip to pati.nt:

Leeal Guardian lnformation
Mothe/s Full Lcgal Nam.: Date of Bi7th:

Address: Honle Phooe*:

Parent EmailAddress: Cell Phone#:

Employer l{ame & Address: Work Phone#:

Father's Full Legal Nam€: Date of 8irth: Home Phone#:

Address: cell Phones:

Employer Name & Address: Work Phone#:

L.t.l Gua.di.n t{rmc (ifnot mothe. or fatherl: R€lationship to Stud.nt Oate of Birth: Home PhoneS:

Address: Cell PhoneS:

Employer Name & Address: Work PhoneSi

sourcc of p.l,m!nt tor car!, pl..s. chcck off on. oI thc following:
s.condd ry t $urcnee t nlomotion :

llo lntu6naa

M.dk.id Providcri

Madkaid tfltrnbet:

_McdiE.id ProvkLr:

Mcdi.aid l{uhbcr:

comlfl.rcial lasuranca : CommG.cial lnsuranca:

Policy l{umb..i Policy l{umbcr:

subscribcr It.m.: Subsctibcr I{emc:

Rcl.tionrhap to Stt dcht:

Subrcrib.r Btrthd.tr:
Rcladon hip to stud.ht:

stttc'ficr Aiifi'd.h:

Christiana Care Health System School-Based Health Center

Phohc



HEALTH HiSTORY FORM

A complete and accuratc health hi゛ oヮ is needed in order for Center stafFto provlde high quali″ care Please complete this form as

much as possible Please prlnt all infOrlla● on

Student's Name Grade

(Last) CirSt)

Does your child have any allergies? (food, medicatioq latex)

f Yes tr No Ifyeq please list?

Please provide the following intbrmation about medicines your adolesc€nt is taking.

Name of medicines Reason taken

●II)

How long taken

Primary Care Provider Name:

Please indicate which ofde following your CHILD has ever had:

n Acne/Skin Problems
I ADHD/lcaning disability
! Anemia
I- An\icry*
ll Arthritis
il Asdma
i l Callc€r
n Chicken Pox
D Cystic Fibrosis

f Diahes
I Depressioo
I Fainting Sp€lls
I Frequent Colds
I Headaches

L Head trjury
I Heart Dseas€
I Heart Mumur
-l Hcmophilia

¬Hcpatlus

」High Blood PFeSNlrC

J ILgh Chotstol
■(dn"7Bladder Diseasc
¬PrC311anw/Chlld BinlMiscamagc
J Rbculnanc Hcart DIsease

J Scoliosis

「
Scasonal Allergics

コ%mres

「 Sicklc Ccll

L Slccplng Problcllls

E SpOns lnJ呵

「
StomacL/1ntestlnal Problenls

「
Suicldc Attcmpts

L Sutld■ ■ oughヽ

J Substall∝ Abtlsc

「
■ yroid Di"ase

E TubQulosis

Ifany ofthe above is checked, please give more detail.

Has your child ever besn hoeitalized or reccived counseling for emotional health?

UYcs rNo lfycs, wheD?

Rslson:

W℃rc?

Plcasc chcck any of thc following illncsscs that yolr1 FAMILY rUElliBERS (pq{(ll" blothcl, sislcr, grudparc.n! aurll uoclc, cl6.) h8vc cvcr
had and indicate which fEmily member nerd to the illness.

a ADHDnea'ning disability ¬Hcadachcs
I A lcoholism/Drug Abuse Heart Disease

lHemophilia
I Hepatitis
- High Blood Pr€ssure

¬High ChOtstcrol

」Kiぬ

"/Bladdcr DiscnscコMcntal IILcss

l Obesity
'l Seizurgs

I Sickle Cell
I Stroke

口Ancml●

□Atttls
P Asthnla

I Thyroid Oisease

口 Birtt dcrccts

¬unexplコ ined Death

¬Other
-l Cancer
! Cystic Fibrosis
- Desfiress
tl DEbet6s

If you have any concems, please encourage your child to schedule a visit at the School-Based Health Center or you can feel free to call us to
discuss your concems.

Ifyou would like assistance with esteblishing insurancg finding a doctor, or a dentis! please call the
School-Based Health Center.



$cn,irttrnucrr*

Notice of Privacy Practices
[:[fc.ti\e l)tlte: Sapte h?r 23, )01i
Thir notic€ dcscribcs how medical information about you may bc uscd and disdoscd and how you can get acccar to thi8
informltion. Please review it carefully. If you have a question, contact the Privacy Officer at (302) 623-4468.
our promiac
We know that your medical lnformatlon ls very personal. We do our best to protect the privacy of your medical informatlon. We wlll only use
and disclose your information as allowed by applicable law.
W! arc rcquircd by law tol
. Do what this Notice says.
. Make sure that your information is kept private.
. Only dlsclose the minimum necessary lnformatlon for the antended purpose.
. Tell you if there is a breach of your prlvacy.
Who will follow this noticc?
. All Chrlstiana Care organizations, facllities and medical practices.
. Any doctor or other person carlng for you
. All people who work for Christiana Care
. All Christiana Care volunteers.
. Any business associate needing health information so they can provlde servlces for us,
How w. may u.€ and givc out mcdicrl informltion about you
Hcrc i3 how wc urc and givc out mcdical informttion,
Although this llst is not comphte, all of the ways we are allowed to use and give out information without your permission will fall within one
of the headings listed.
. To trkc carc of you. We may use your health information to give you medical care, we may give out medical information about you to
doctors, doctors ln tralning, nurses, students or other people ln the hospital who are part of your care here. We may also glve out medical
informatiotr to work with people outside the hospital who provide care for you,
. To gct paid. We may use and give out health information about you so that the care you receive here will qet paid by you, an insurance
company, ol other payor. For example, we may tell your health plan about care you received, so it can pay us for that care. We may also
tell your health plan about car€ you are golng to get to flnd out if they will pay for that care.
. To run Chrirtilna Carc, we may use and glve out medlcal Informatlon about you to run Chrlstiana Care. We may also use your
informatiol to see how we took care of you and how you did, We may also put together medical information about many patients to declde
if there are other services Christiana Care should offer, what services are needed or not needed, and what new treatments are effective.
People taking care of you, including doctors, nurses, and students, may receive information for learning purposes. Information may be
comblned with medical information from other hospitals to compare how we are dolng and see if we can improve the care and services r/e
offer.
. Fundruising .ctivitics, We may contact you to ask for a donation. We have the right to use certain informatlon for this purpose
(including your contact information, age, gender, dates of service, department of service, treating physician, outcome information and
health insurance status). If you do not wash to be contacted for our tundraising efforts, you may opt out by calling 1-800-693-2273, sending
an emall to opt out@ christianacare,org or writing to the Christiana Care Oflice of Development, 13 Reads Way, Suite 203, New Castle, DE
19720. We will not condition your treatment on your agreelng to be contacted for tundraisino purposes.
. Ho3pitll dircciory, If you are a patlent in our hospital, we may include limited information about you in the hospital directory so your
friends, family and clergy can visit you and find out how you are doing. This information may include your name, location in the hospital,
phone number, your general condltlon (good, fair, serious or critical), and your religion. All information except for your.eligion may be
given to people rvho ask for you by name. Your rellglon may be glven to a member of the clergy, even if they don't ask for you Oy name.
we may also tell that a patient has died after next of kin has been told. If you do not want anyone to know ibout you, you must iign a form
that wlll be provlded to you when you are admitted,
. Flrnily lnd triendt. We may give medical information about you to a friend or family member who is inyolved in your medical care. This
would include persons named in any health care power of attorney or similar document given to us. We may also give information to
someone who helps pay for your care' In addltlon, we may give out medical anformation about you to an agency hilping in a dtsaster relief
effort so that your family can be contacted about your condition, status, and location.
' Rc3€ardt. In most cases, we will ask for your written approval before using your medical infotmation or sharing it with others in order tocarry out research. However, we may use and give your health information without your approval in the following-ways:
' If we have submitted it to a research committee and they have taken steps to maie sure your information will-be piotected.
' To people within chrlstiana care who are preparing a research pro1ect or enrolling patients in research piolects,
Special Situ.tions
We may give out information about you without your permission in the Following situations:. As requircd by i.w. When we are required to do so by federal, state, or local law,
' To hdP avoid a rcrious thrert to health or safcty. To help avoid a threat to the health and safety of you, the public or anotherperson,

' Organ lnd titsuc donation. To agencies that handle organ, eye, and tissue donations, or to an organ donataon bank so theseorganizations may assist transplantation.

' MilitarY and vltcrans. If you are a- member of the armed forces, we may release medical informataon about you as required by milltarycommand authorities. We may give information to the Department of Veterans Affairs to find orfif yor-""n get certain benefits.
' workcrs' comp€nsttion. we may share.information to assist programs that provtde ben en; fo/ ;;rk- related iniuries or illness,
' Dublic Hcalth authorities. we may provide informatlon ror PuLlic-Health activities, rr.h ;;;"p;;;; ;isease outbreaks; births anddeathsi child or elder abuse; reactions to medications; recall notifications; or communicable diseases. 

-
' Hcllth overtight EctivitiGs. we may provide informatlon to agencies monrtoring the heath iai" tystu* or government programs ormaking sure hospltals are followlng the law. These actlvities inclu;e audrts, tnvestig;flons, rnipections,lnJ rrcensing.
' Llwsuits and disputes' If you are lnvolved ln a lawsuit or a dispute, we may give out medacal lnfo;mation abou[ you if we get a validcourt or adminlstrative order, subpoena, discovery request, or other legal requisifrom roln"on" inropaJln the case.. Law anforcemcnt. lf we are asked to do so by law enforcement offiaials or are required to ao so Uy taw:. In response to a valid court order, subpoena, warrant, summons, or other slmilar p;ocess.



. To identlfy or flnd a suspect, fugitive, material witness, or misslng person.

. To report about the victim of a crime if, ln certain cases, we are unable to get the person to agree.
To report about a death we think may be the result of crimlnal conduct.
. To report criminal conduct ln our facilitles.
. In emergency cases to report a crime, the location of the crime or victims, or the identity, descraption, ol location of the person who
commltted the crlme.
. Dccerscd Individulb, Coroncls, mcdi€al cxamin.rs. and runcral dircctora We may provlde informatlon to a coroner or medical
examiner to identafy a person who has died or find out why the person died. We may also give out medical information to funeral dlrectors.
We wlll protect the confldentlality of your medical information for 50 years following your death,
. ation.l tccurity and ia|telligcnce actiyitics. We may provide informatlon to autho.ized federal officlals for natlooal security activities
authorlzed by law. Thls includes the protection of the Presldent or forelgn heads of state.
. Prlaoncl'. If you are a prisoner of a correctlonal instltutlon or under the custody of a law enforcement officlal, we may release your
medical information to the prlson or law enforcement officials when necessary for your health and saftty or the health and safety of others.
Dclawarc Hc.lth Information Gtwork (OHI!{)
We take part in a health information exchange called DHIN to help us share your health information with other doctors and health care
organizatlons that take care of you and to qet informatlon from those other persons involved ln your care. This allows each of us to provide
better care and to coordlnate your care, Information on DHIN's privacy practices ls available on its webslte: www.dhln.org/consumer. To
contact DHIN, call (302)678-0220.
whcn wc nccd your writtan pcrmisiion to givc out your mcdic.l information
We will need your written permission to use or give out your medical information for any reasons that do not idll within the categories
descrlbed above ln this Notice. Speclflcally, we need your permlssion to use or release psychotherapy notes, to use lnformatlon for
marketlng or to sell health information,
If you give us permission, you may take back that permisslon, in lvriting, at any time. If you take back your permission, we will no longer
use or share medical informatlon about you, except for those activities and purposes not requirinq your permission - such as to take care of
you, get pald, and run Christiana Care, You understand that we are unable to take back any information we have already shared with your
permlssion and that we have to keep records of all the care that vre have glven you.
Your rightt rcgrrding medi.al information about you
. Right to look !t lnd get ! copy. Most of the time, you have the rlght to look at and get a copy oF your health information that may be
used to make decisions about your care. To look at or get a copy of your health information, please write to Health Iniormation
Management Servlces. If lt ls a bllllng record, please contact the billing department where your servlce was provided. lf you ask for a copy,
we may charge a fee for the costs of copylng, maillng or other supplies. You may ask us to p.ovide a copy of your records ln a specific
electronlc form or format. We will provide the copy ln the requested form or iormat if it can be easlly made. If not, we will arrange wlth you
to provide the copy in another readable electronic form and format, On rare occasions, we may not be able to let you see or get copies of
your records. If thls happens, we will tell you the reason and you will have the right to request review of that decision.
. Right to lmend. You have the right to ask for an amendment of informatlon that is lncorrect or lncomplete for as long as the information
is kept by the hospital. To ask for an amendment, you must wrlte to the Privacy Officer and provide a reason. We may deoy your request if
you ask us to amend informatlon that:
. was not created by us, unless the person or entity that created the information is no longer available to make the amendment.
. Is not part oF the medical information kept by or for Christiana Care.
. Is not part of the information that you would be permltted to inspect and copy.
. Is accurate and complete. You have a right to submit a written statement to the Privacy Officer disagreeing with a denial of your request
for an amendment and to have it released vJith your records.
. Right to r list of dir<Iosurcs. You have the right to request an "accountlng of dlsclosures" or a list of who outside of the hospital has
received informatlon about you. This does not apply to information given to take care of you, for Christiana Care to get paid, or to run
Christlana Care. To ask for thls list, you must put your request in writing to the Privary Officer. Your request must state a tlme period that
may not be longer than six years, The first list you ask for within a 12-month period will be free. If you want more lists, we may charge you
for the costs of providing the llst. We will tell you the cost and qet your approval before we mail the list.
. Right to Notilication of. Bre.cft. You have the right to receive notice if there is a breach of your unsecured protected health
information (that is, an unauthorized acquisition, access, use or disclosure of protected health information that compromises the securlty or
prlvacy of the information). This notice maybe given by mail or through the news medla.
. Right to ask for rastrictions on thc usc or diadosurc o, your informltion. You have the right to ask us to limit the medical
information we use or give out about you. we may not be able to agree to your request. If we do agree, we will do as you ask unless the
informatlon is needed to provide you emergency treatment.
You may request that information about an item or service for which you have paid in full out of pocket not be disclosed for payment or
health care operations, That lnformatlon may still be used for treatment purposes or as required by law.
To ask for a restriction, you must send your request to the Privacy Officer, in writing. In your request, you must tell us (1) what information
you want to llmit; (2) whether you want to limit our use, how we share your Information, or both; and (3) to \ hom you want the limits to
apply, for example, lnformation to your spouse,
. night to confidential communications. You have the rlght to ask us to contact you uslng a dlfferent address or phone number so you
can keep your health informatlon private. When you provide your address when reglsterlng for services, you need to tell us you would llke a
second address or phone number to be used.
. Eight to a p.pcr copy of thii l{oticc. To get a copy of this notice, ask for a copy from Patient Registration or the Privacy Officer.
Chlngcs to this NoticC
We have the right to chanqe this Notice. All changes to the Notice will apply to information we already have about you as well as any
informatlon we receive in the future.
We will post a copy of the atrrent Notice in the hospital and on our Web site: www.christianacare.org.
If we make materlal changes to thls Notlce, we will provide you with the updated Notice at your next visit.
Complaints
If you think your prlvacy rights have been violated, you may file a complaint with us by writing to the Chrlstiana Care Privacy Omcer. Please
provide enough detail to allovv us to look into the matter. You may also file a complaint with the Oftice of Civll Rights at: Reglonal Manager
of the Office of Civil Riqhts, Region III, 150 S. lndependence Mall W. Suite 372,Public Ledger Buildinq Philadelphia, PA 19105-9111 (215)
861-444L, Hotline Number: 1-800-368- 101.9
PLEASE NotE, You wlll not bc ttGr.P,d ,nl dlfra,crrtly fot fillng e @mplalnt,
tlow to contlct uE
If you have any questions about this notice or lf you need to make a request to the Privacy Offlcer, please contact us at:

Christaana Care, clo Privacy Officer, PO Box 6OO1, Newark, DE 197t4-6OO1 (3O2) 623-4468


