
SCHOOL.BASED HEALTH CENTER
Wilmington Cab Calloway/Chart€r High Schools

100 N. DuPont Road
Wilmington, DE 19807

Phone: 30265'l-210O Fax 302€51-21 1 1

Dear Parents/Guardians:

The Wilmington Cab Celloway/Cherter School-Based Health Center (SBHC) is a partnership botween Christiana Car€ Health
Services, Red Clay School District, and the Delaware Division of Public Health. This letter is an invitation to sign up your child,
ages l2 and above !n the SBHC.

Health caro in the SBHC is provided by a multi{isciplinary team. A Nurse Practitioner, a Licensed Clinical Social Worker/

Licensed Professional Couns6lor of Mental Health, and a Registered Dietitian provide care at your child's school.

To sign up your child in the SBHC:

. Up-todate insurance information is needed if your child is insured. No co-pay, co-insurance or deductible will be

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

. Please review, fill out and sign the attached ConsentForm.

. Fill out attached Student Registration Form and Health HistoryForm

. Return completed enrollmenuregistration forms to the SBHC

SBHC aervic6s offered:

. Counseling (individual, family, and group)

. Health education/risk reduction

' Crisis intervention and suicide prevention

. Nutrition/weightmanagement

. Pregnancy testing

. Diagnosis and treatment of sexually transmitted diseases (STDS)

. HIV testing at approved high schools

. Reproduciive Health Services

(Birth control pills/Depo-Provera/condoms) available at approvsd high schools

. Physicals (sports, school, or pre-employment)

. Health screenings

. lmmunizations

. Diagnosis and treatment of minorillnesses/iniuries
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Please know that your child's pediatrician or family doctor is still your child's main doctor. 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 off€rs services that may round out the car6 provided by your main doctor. Vvhen appropriate, and with your

permission, we willtry to share medical information with your child's doctor to prevent any duplication of health care services,

and to take the best care of your child, lf your child does not hav6 a doctor, we can help you find one.

The SBHC staff thanks you for your time. Together with you and your child's main doctor, we will work towards keeping your
child healthy and in school. Please encourage your child's pediatrician orfamily doctor to call the SBHC with questions. . lf

you have questions or need more information, please call the Wilmington Cab Calloway/Charter School-Based Health
Center at (302) 651-2100.

Sincerely,

Jenny Stamatiadis, LCSW, Sits Coordinator

30255't-21@
Kathy Cannatelli, MS, Administrative Director

302- 428-6557

Martha Coppage-Lawrence, CPNP, Lead Nurse Practitioner,
School-Based Health Centers for Christiana Care
302-428-65s8
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f■                      SCH00L‐ BASED HEALTH CENTER

PARENTrSTUDENTCONSENT FOR SERViCES
Red Clay Conso:idated SchoOI District

|,                    ,give my cons( 〕nt fo「                       ___                ノ    /
(Pareni/L€gal Guardisn of Student)

who resides at:

(Name of student) (Date of birth)

(Streoi address, city, st8te, zip code)

to receive health services at the__,, ldlilminoton Cab Callowavrch School-Based Health Center (SBHC)
administered by Christiana Caro Health Service6.

SERVICES PROVIDED BY THE SCHOOL.BASED HEALTH CENTER INCLUDE:. Comprehensivehealthassessments. lmmunizations
. Diagnosis and treatment of minor, acute and chronic medicalconditions. Nutrition counseling and education. Refenals to and follow up for specialty care, oral and vision health services
' Mental health and substance use disorder assessments, crisis intervention, counseling, and treatment.
' Referralto mental health and substance abuse services including emergency psychiairic care, community and

support programs*
. Diagnosis and treatment of sexually transmitted infections. Pregnancy screening

'Please be aware: ln accordance wiih Delaware law, any minor age 14 or over may consent to voluntary outpatient mental
health services and parental consent is not required.

ELECTIVE SERVICES:
If you do not wish for your child to have the following elective services, mark NO below. lf you mark yES, your child will be
able to get any of thes6 elective servicos.

Your decision for elective services will not impacl your student's ability to receive the services listed above.

Elective services include:

Birth Control

P‖s
Depo-Provera Condoms HIV Teslng NuvaRing

lmplant{Nexplanon)― FEMALES ONLY
Note: A brlef procedure in lhe SBHC is required for placement
and removal of the contraceptive implant (Nexplanon).
lmaging (example: X-ray) or referral may be needed for

ent and removal.

l評::轟犠糀『き酬詭針
□ Yes  □ No

My child may receive Nexplanon:

E Yes tr tto

THE SCH00L‐ BASED HEALTH CENTER DOES NOT PROVIDE THE FOLLOW:NG SERV:CES:
・  Treatment o「 testing Of complex medlcal o「 psychiatriccondllons

・  Ongoing prlmary treatment of chronic medical conditlons

・  Complex lab tests

・  Hospta‖ zation

・  X―Rays
CONFIDENT:ALITY:
Some sen′ ices offered by this School― Based Health Center are confidential by law lf you consent to your ch‖ d receiving

confidential services at the School‐ Based Health Center then, accordlng to Delaware Law (Title 1 3§ 710), yOu wi‖ not have

access to info「 mation about these services unless your ch‖ d gives the Schoo「 Based Health Center pennission to share that

nformation This includes the fo‖ owing info「 mation:

・  Pregnancy testing

・  [)iagnosis and treatment of sexua‖ y transmltted nfections

・   Reproductlve health services including contraceptive implant― unless comp‖cations occur

・  HIV testing               PLEASE COMPLETE OTHER S:DE



會.

I understand that the Delaware Division of Public Health ('DPH'), a division of the Department of Health and Social Services,
retains administrative authority ov6r, and provides partial funding for, the School-Based Health Center. Designated School-
Based Health Center team members are obligated by law to disclose specific patient information to DPH for the purpose of
preventing or controlling disease, injury, suNeillance, or disability in the united states including Delaware. The information to
be disclosed is mandated and required by law to release to DPH includes: sexually transmitted disease, laboralory data, births,
deaths, adverse medication reactions, child abuse or neglect, and domestic violence. Other general information will also be sent
to DPH for statistical tracking, but this information is de-identified which means that my student's name is removed.

I have had the opportunity to receive and review the Christiana Care Health Services' Notice of Privacy Practices brochure.

I understend that the School-Based Health Center may use telemedicine to provide mental health services. The video
conterence between student and mental health provider does not involve data storage, recording, or archiving. Telemedicine
encounters are subjoct to the same protection undBr th6 HIPAA Privacy Rules as a face to face visit.

I understand lhal insurance may be billed for covered services and the need to provide insurance information to the School-
Based Health Center before services are provided.

I understand lhat the School-Based Health Center shall not charge co-pays or any other out-of-pocket fees for use of School-
Based Health Center Services.

I understdnd I expressly give permission for Christiana Care and its business associates to use any telephone number provided

by me or on my behatf, regardless of whether it is a cell phone number and/or whether I may be charged for the call or text. I

agree that this telephone number may be used for healthcare and account matters (including colloctions), and inolude automatic
telephone dialers and/or pre-recorded c€lls and/or text messages. I understand that my consent to use my telephone number
is not required in order to receive heallh cara services. This t€lephone consent applies to all past, present and future Christiana

Care s€rvices until revoked.

I underctand lhis consent may be revoked in writing at any time, except to the extent that aclion has been taken in reliance on

this consent. Any requests for revocation must be in writing and sent to the School-Based Health Center associated wth my

studenl's care.

I acknowledga lhat all information requested on the registration Health History Form and this consent is accurate end complete.

My student and I have read this form carefully and I understand that beforo I sign this authorization, if I have any questions I may

call the School-Based Health Center Coordinator.

By my signature below I certify that, as the parent or legal guardian of th8 student named above, I understand the School-Based

Health Center consent for treatment.

Print Name Date

ll
DatePrint Name

Time

Care

Parenulegal Guardian Signature

Student Signature
Time
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Patient/student Form

Studentlnformation― (Please p●ntin ink) Grade: 6  7   8   9    10   11   12
Student's Last Name; First: Middle:

ldeniifiEd Sex: tr Male tr Female O Transgonder Male trTransgender Female tr Decline to Answer
Add ress: City State Zip Code Birthdate:

Race (mark all thet epply):
E CaucasianMhite tr BlacUAfrican American trAsian/Nalive Hawaiian/Oth€r pacificlslander
trAmerican lndian/Alaskan Nativo E Undetermined 0 Othsr:

Ethnicity (mark all thal apply):
EHispanic/Latino trArabic
El Non-hispanic,/lalino/arabic

Primary Care Physician (Family Doctor)

Name: Phone Number:
trlf you need assistance with finding a doctor please call SBHC.

Patient's Cell Phone#:

ln cese of an emergency contact:

Rslationship to patient: _
Phone #:

!s patient emp:oyed?

□Yes 口 No

Parenta I Guardian lnformation
Mothe/s Full Legal Name: Date of Birth:

Address: Home Phone#:

EmailAddress: Ce‖ Phone#:

Employar Name & Address: llVo「k PhoneF:

Fathe/s Full Legal Name: Date of Birth:

Address: Home Phone#:

EmailAddress: Ce‖ Phoner:

Employer Name & Address: Work Phone#:

Legal Guardian Name (if not mother or falher): Relationship to Student Date of Birth:

Address: Home Phone#:

EmailAddressl Ce‖ Phone#:

Employer Name & Address: Work Phone#:

)lnsurance lnformation (REQUIRED) - Send in a Copy Front and Back of lnsurance Card
Source of payment for care, please ch€ck one of the following:

tr No lnsurance (,f you need assistance with obtaining insurance
please call SBHo)

O Medicaid Provider 

-

Medicaid Number:

tr Commercial lnsurance: 

-

Policy Number: 

-

Subscriber Name:

Secondary Insurance Inro nation:

D Medicaid Provider: _
Medicaid Number: 

-

E Commercial lnsurance:

Policy Number:

Reiationship to Student

Subscrlber Birthdate:__

Subscriber NamE: _
Relationship to Student:

subscriber Birthdate:
tr Delaware Healthy Children Program



Care

SCH00L‐BASED HEALTH CENTER
HEALTH H:STORY FORM

with blacl</blue
A complete and accurate heallh history is needed in order for cenler staff to provide high quality care. please complete this form as much
as possible. Please print all information.

Student's Name D08
(Last)

(F,「 st)

Does your child have any ellergies? (food, medication, lat€x)

(Mり

tr Yes tl No lf y€s, please list?

Please provide the following information about medicines your child islaking.

Name of medication Reason taken Start Date

Please ch6ck which of the following your CHILD has ever had:

DAcne/Skin Problems
tr ADHD/leaming disability
trAnemia
tr Anxiety
trArthritis
E Asthma
E Cancer
trChicken Pox
tr Cystic Fibrosis

B Diabetes
tr Oepression
tr Fainting Spells
tr Frequenl Colds
tr Headaches
tr Head lnjury
tr H6arl Disease
E Heart Murmur
tr Hamophilia

trHopatitis
tr High Blood Pressure
tr High Cholesterol
tr Kidnsy/Bladd€r Disease
tr Pregnency/Child Birth/Miscarriage
E Rheumatic Heari Disease
tr Scoliosis
tr Seasonal Allergies
E Seizurss

tlSickle Cell
tr Sleeping Problems
trSports lnjury
trStomach/lnteslinal Problems
tr Suicide Attempls
tr Suicidal Thoughts
tr Substanco Abuse
tr Thyroid Diseese
E Tuberculosis

lf any of the above is checked, please give moredetail.

Has your child sver been hospitalized? E No E Yes, reason for hospitelization:

When/whe16?

Has your child ever received counseling for emotional h6alth? E No E Yes, reason for counseling:

When/where?

Please check any of the following illnesses that your FAMILY MEMBERS (parent, brother, sister, grandparent, aunt, uncte, etc.) have ever
had and indicale which family member next lo the illness.

trADHD/leaming disability □ Diabetes □Obesity

trAlcoholism/Drug Abuse EHeadaches ESeizures

tr Heart Disease口Anemla

□AnhHls

口Asthma

tr Hemophilia

□ Sickle Ce‖

口 Stroke

□Hepamus tr Thyroid Disease

ETuberculosistr Birth defects

O CancEr

0 High Blood Pressure

□ High Cholesterol

□Cys輛 c Fibro● s □ Kidney′ Bladder Disease

□ Mentall‖ ness

tr Unexplained Death

tr Other

tr Deafness

lf you have any concems please encourage your child to schedule a visit at the School-Based Health Cenier or you can feel free to call us

to discuss your concerns.
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Side l of 2

Care NOT:CE OF PRIVACY PRACTiCES
Elfectioe Dqtet SEptctnbet 23,20d3
Thi6 Notice describes how medical information about you may be used and di8closed and how you can get access to this informetion. Please
review it carehrly. If you have a questioq contact the Privacy Officer at (302) 5234468.
Our promise
We Lnorv that your medical information is verypersonal. We do our best to protect the privacy of your medical information. We will only use and
disdose your information as allowed by applicable law.
We are r€quir€d by lawto:
. Do what this Notice says.
. Only disdose the minimum nccessary hformation for the intended pwpose.
Who wlll followthl! notlce?
. All Christiima Care organizntions, facilitics and medi@l pEctioes.
. All people who u.ork for Christiana Care
. Any business associate needing health information so they can gnovide services for us.
How $re may uae and glve out medlcal lnformatlon about you
HerethowweuseandJveolltmedlcal■ nformadm Alttugh戯 s lstis nKlt∞ mplete′ auofthewayswearoallowed touseand Jveoutinfomaion
without yotlr perlnitton will fall■ |ふh Onc oF the headlllgs lsted
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…
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皿 穏 ご淋 棚 蝸 鼻記 智 酬 品 雪 酬 懺 :]:畷 I器 1織 詳釉 露 1郡 i計;器 計よ訛 識 』Ⅷ i。
PCOplelvhnaskfollyoubyname YollrreuJKlnmaybe31VCntoamemberOfthedergy,～ en r ulり dortask for you bv nalne We■ my aso"n
that a panent has dled after next of klll has been told lr you do not want anyone to kl10w about yol17 you lllustsign a fOnn that wiu be provided

to you whell yoll ale adlmtted

・  Famlly and fnends wetrlay 81Ve medlcalinbrrlaion aboutym to a Fnend orfamny member whOお iⅣolved m yOur medlcal care Thts
would■ ndlldo persms nalnod h aw health Carc power Or attomey or sIInllar docul■ ellt glvell to us

We may alЮ 」 ve hfOmta● on to som∞ 祀 who helps Pay for your ore ln addllon′ we nlay JVe OutlnedlcalinfcDrmaumabollt yo■ lto an ageng

llelping■ n a dlsaster reLef effort so that your falluly can be contaded abo■ tyo‐ condiot stats′ alld location

・ Research Lt mostcases′ we wm ask fOr yollr wrltten apPЮ val before uslllgyourlnedlcalinbrma● o■ orshttngitwiふ othcrsln Order to_

:m『鰍 農:温鷺∬認鱗胤認記翻瓶TttT踏:[1盟機器l獄:選露槻鼎絆 描弯:Poedod
・  To people nぬ h Chrlsualla care who are prep.■rlng a resoarchpFOleCt Or enroutngpaは ents in resoarch prolects
Specla:Situatlons

W漱黒置剛 盟踏ぶ懲tI躙躍湖蹴誂辮計
mim:

● T● hdp avo日 ●se"ous threatto heJth or safety TO llelp″ oid a threatto the health and tteり of yot17 ule pllbLcOr anothor person

・  Organ and tissue donation.To agell● os that hancue or騨′ey｀ and tlssuc domtlons7 0r tO an Orttn dOnadon balt so these or_tiKlnS

:朧 欄   蓮 雖 棚 祠 欄 Ml里 ノ

町 ¨ 鳳

・  Pub‖ c Health authorlt:es We may proMde inforrnalion fOr Public Hcaltt acuvilles′
"ch as repOrun3 diSease oulbreaks7 bir●

s and deaths,

chnd Or elder abllse,reacuons tO llnedlcatlon,rectt nomcr16。 ns2 or conuntllllcab10 dlseast・ s

i                                lさ IIIlijlき
1:1二
lTII』

akhg

person
ble t0 8etthe Permn tO t18ree

luct

ctlrns7 or the idenitv′ descl■p■ on′ orloclion ofthe person who

CO― ttt・d the c― e

・  Deceased lndlvlduals,Coroners,medical examiners,and funerai directors we lnay pЮ
vide ttrlnabon to a ctDrKlner or medlcal exatlllnor to

21348(87355)(1013)

. t{ake sure that your information is kept private.

. Tell you if there is a breach of your privacy.

. Any doctor or other person caring for vou. A[ Chdstiana Care volunteers.

脅



Side 2 oI2

identify a f,erson who has died or find out wlrytie person_died. We may also give out mcdical information to funeral direclois. We witl protect the
confidentiality of your medical information lor 50 years fotlowing your death.. Nallonal aecurlty and lntelllg€nce actlvltl$. W€lEy l,rovide inJormation to authorized federal o(ficials for national security activities

authorized by law. This indudes the protection of the President or Ioreign heads of state.

' Prisone6. If you are a prisoncr of a conectional irutitution or urrder the custody of a law enforcement official, we may release your
.medi.,lirformation to the plison or lalv enlorcement officials when necessary for youl health and safety or the health:uld salei of otiers.

Dalawar€ Health lnformation Network (DHIN)
We tal.e Piut in a hcalth information exchange 6lled DHIN to lurlp us share your hea th information lvith other doctors and health care
olSanizations that take care of you and to 8et infoma_ ti_on from those other percons involved in yow care. This allows each of us to provide better
care and to-coordinatg your carc. InfouBtion on DHIN's privacy practices is available on its wetrsite: rvww.dhin.org/consumer.
To contacl DHIN, call (302)678{220.
Whon sn need your yrittan pormlsslon to give oul llour medicsl information
We will need-y-our wdtten permission to use or give oxt youi medical information for anv reas.nrs that do not fall within the catego.ies desqibed
above inlhis Notice. Specificallv, we need your permissi6n to use or release psychotherapy notes, to use inlormation frr marketii! or to sell health
information.
If you gve us permissior! you may tnle backtltat permission, in writin& at nny time. tf you take back your permissioD we rvill no longer use or
share med.icdl Lformation about you, exccT,t for those activities and purposes not requiring your pcrmissio; - such as to laLe care of v6u, gel paid,
and run Christiana Care. You understand that we are unable to takebacl any informition-we have already shared with your permision iia tirat 

'

we have to kecp records of all the care that lve hnve given you.
Your rightE egardlng medlcal lnformation about you
. Rlght to look ai gnd get a copy. Most of the time, you have the right to took at and ger a q)py oI youl health iilormation that rlay be used

lo -+u qqglnry *.out your care. To look at or get a copy oI your health ir ormatiorr please wdte to Health Information Managehent
Se_rvic€s. If it k a biling record, please contad the billinS deparunent $ herc your s€rvice rvas pror.idcd. lI you ask for a copy, we-may charge
a fee for-Ule co-sts of copyin& mailin8 or other supplies. You may ask u5 to provide a copy of y'our records in a specific eleaionic Iorm or -
format. We will provide the cnpy in the requested form or {ormat if it can be easily madi. If not, we will arrange with you to provide the copy
in another readable elecEonic form and format,
On rarc octasiotts, 'tve may not be able to let you see or get cDpies oI your reords. If this happeDs, we rvill tell you the reason and you will have
the right to request icvie$' of that decision.

. Right lo-amend. You have the riSht to ask for an amendment of informatit-rn thdi is incorrect or incomplete for as long as the irrformation is
ke_pt by the hospital. To ask for an amendment, you mr6t lvrite b the Privacv Officer and provide a reason. We may de1ry your request if you
ask us to amend informationthatl. Was not seated by u9 urless tle person or entity that ceated the information is no longer available to make the amendment.. Is not part of the medicrl information kept by or for ChristianaCare.. ls not part of the information that vou \rould be permitted to inspect and copy,. Is accuate and c0mplete.
You have a riSht to submit a written statement to the Pri1?c) Officer disagreeing with a denial of your request for an amendment and to have it
released $,ith your records.

. Rlghi lo a ll3t of dlacloaurEs. You have the right to request an "accounting of disdosues" or a list of rvho outside of the hospital has received
information about you. This does not apply to inlormation given to take care of you, for (flristiana Care to get paid, or to run-Christiana Care.
To ask for this,list, you must put your request in w'riting to the Privacy Officrr. Your request must state a time tedod that may not be longer than
six years. The first list you ask for within a 12-month period will be frec. lf you rvant more lists, wc may charge you fur the costs of providing the
list. We wil tdl you the cost and gel your approval before rve mail thc list.. Rlghl io Notlrlcetlon ol e Breach. You have the riSlrt to receive notice if therc is a breach of your unsecured protected healttr information
(that is, an unauthorized acquisitio& access, use or disdosure of protected henlth inlormation that compromises the seclrrity or privacy of
the information). This noti€e maybe given by mail or thtrough the news media.

. Right to ask for r$trlctions on the usa or disclo3urc of your informetlon. You have thc right to ask us to limit the medical information
rve use or Eive out about you. We may not be able to agree to your rcquest. [f ]ve do agree, we will do as you ask unless the information is
needed to provide you emer8ency treahnent.
You may rcqucst that infomation about an ilcrn or scrvicc fur i{hich Vou havc paid in full out of pockct not bc discloscd for pa},rncnt or hcaith
care operations. That information may stiil be used for treatrnent purpos€s or as required by larv. To ask for a restsictiorL you must send your
rcquest to the Privacy Ol6cer, in writing. ln your request, you mrrst tell us (1 ) lvhat inlormation you want to timit (2) whether you want to limit
our use, how we share your information, or both and (3) to u,h6r you warrt the limits to apply, for example, information to yolu spouse.. Right to contidential communicationS. You have the right to ask us to c{rntact you using n different address or phone number so you can
keep your health information private. When you provide your address rvhen registcring for services, you need to tell us you lvould like a
second address or phone number to be used.

. Right to a paper copy of ihls Notico, To gct a copy of this notice, ask for a cupy from Patient Registration or tl.le Privacy Officer.
Change8 to thl8 Notlce
We have the ritht to change this Notice. All changes to the Notice will apply to information we already have about you as well as any infomration
we receive in the furuie. we wifl post a copy of the current Notic in the hospital and on our Web site: ww$,.christianacare.org.
If we make material clEr, ges to this Notic€, we rvill provide you u'ilh the updated Notice at your next visit.
complalntg
If you think your privacy rights have been violated, you may file a complaint witi us by writing to the Christiana Car:e Privacy
O(ficer. Please Drovide cnoush detail to nllolv us lo look into the matler.
You may also file a complaini with the Oftice of CiviJ Rights at:
Reqional Manaoer of the omce of Civil Rights, Region lll, 150 S. lndependencs Mall W. Suite 372,
PuSlic Ledser Buildins Philadelphis, PA 1910G911 1 (215) 861-4441, Hotline Number: 1-80G368-
1 0 1 9 PtEASx NOIE you rltill ll.ot be tteated atry diffeftrtly for filirq a co$pl^ittt.
HdY to contact ua
U you have any questions about this notice or if you need to mrke a request to the [tivacy Offic€r, please contact us at:

Christiana Care, c/o Privacy Officer, PO Box 6001, Newark, DE 19718-6001 (302) 6234468


