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EL Ho'u"rd counw
\U Heatth nepartment

Bollman Bridge Elementaty School
8200 Salvage Guilford Road
Jessup, MD 20794

Patuxent Yalley Middle School
9151 Vollrnerhausen Road
Jessup, MD 20794

ALL students attending the Bollman Bridge Elementary and Patuient Valley Middle Schools are eligible to
enroll in the Wellness Center Program.

Our Nurse Practitioner can provide the follorving services:
r Assessment, diagnosis and treatment ofacute illness and injuries, including prescriptions if

ineeded
o Preventive care including physical exams, immunizations, health screenings and education
. Management ofobesity, asthma, and other stable chronic illnesses

Both cenlers provide on-site mental health services provided by a licensed mental health provider.

There are many advantages to enrolling your child in the Wellness Center program:

Our staffworks directly rvith the school nurse, guidauce staff and adminish?tion to limit the
amount of time your child misses from class.
Children can be seen during school to detemrine if they have an acute illness or if they can
renrain in school, rvhicli also means parents don't have to leave rvork unnecessarily.
Paents and the child's ptimary care provider in the community are alrvays notified by letter or
phone call of visits to the Wellness Center to ensure continuity of care,

Your Cost For School-Based Wel.lness Center Services:

You rvill NOT be charged by the Health Department or your insurance company. There is no co-pay or
deductible. If.your child has Medical Assistance, they rvill be billed directty.'

If your child is uninsured, families rvill be assisted in applying fol Maryland's Children's Health
Prggram (MCHP provides health care coverage to low-income children up to age 19 and pregnant

women ofany age).

If .you rvould like youl child to be enrolled in the Wellness Center, please return your comnleted enrollment
form to the Well-ness Centet office at your child's school. Services can only be provided to students ryho are
enrolled. If you have any questions or rvould like to schedule an appointment, please call 301-490-1655. The
Wellncss Cente(s are open Monday-Friday 8 arn-4 pm during the school year.

a

Howard County School-Based Wellness Centers

"Bfinging !ou7 shild qualily heullh care in school"
A porlnership betteeen the Howard County Heallh

Departnteul and lhe Howord County Public Scltool Systenr



HOWARD COUNTY HEALTH DEPARTMENT
SCHOOL.BASED WELLNESS CENTER PROGRAM

ParenU Guardlan consent Form

lF Y(run GH[.D HAS HmtGAt AgStgtAtlGE PLEATE pROytDE A GOpy OF IflE InollltllD BACK OF
CHILYS HEITTfl I!{tlIruIGE GAND.

@
STUDENT INFORMATION

Last Name:

Flrst Name:

Addr€ss:

Cily Slat€ Zip Code

Date of Birlh:
Month

Sox tr Mal6

tr Transgender Male

Day Yoar

tr Female

O Transgender Femaie

tr Non-Bi

Soclal Security Numbor (optlonal):

Raco , Ethnlcity: El Hispanic tr Black EI While

O Native American tr Asian/Pacifc lslander

O Other

Prefgrrod Languags:

Name ot School;

Grade:

Mother
Last Name: First Name:_

Contaci Numbe(s):

E-mailAddress:

Contact Number(s):

E-mailAddress:

Leoal Guardian. lf Applicable

Last Nam€: First Name:_
Relationship of legalguard,an to studenl:
q Grandparent O Aunt or Uncle O Other

Contact Number(s):

E-mail address:

Addltlonal Emeroencv Contact

Name:

Relationship to Student:

Contact Number(s):_

Doesyourchild havo Medical Assistance? ONo O Yes Privato lnsurance? trNo OYes No lnsuranco? ONo GYes

1, MedicalAssistanc€, please provido the following information,

Patlsnt lD #

Medlcal AEsistancs # and

Whlch hsalth insurer dosa your chlld recolve hgallh services through? Pleass chsck the approprlat6 box below:
o AMERIGROUP o Maryland Physicians cere o Riversido cI Jai O Medstar tr United Healthcar€-Community Ptan

O Kaiser Permanento o Priority Parlners

Ifyour child does not have health insurance, rvould you like the Howard Couuty Health Department staff
coutact and assist you rvith applying for health insur.ance? 0 No 0 Yes

Please turn this page over, read, sign and
lhank you!

date on the two designated lines.

-

Eq!E9I
Lsst Name: _ First Nam€:_

HEALTH INSURANCE INFORMATION



HOWARD COUNTY HEALTH DEPARTMENT
SCHOOL-BASED WELLNESS CENTER PROGRAM

Parental Consent Form
ScfiooI

T@
Ghlld's Namo:

I consent for my child to receive health care services provided by the State-licensed health professionals of the Howard County Health
Department School Based Wellness Center. SchoolBased Wellness Center seMces may include, but are not limiled to:

. Health screening and compreh€nsive physical examinations {complete medical examination) inc}uding those for EPSDT, school
and sports

. Medically prescribed, basic laboratory tests which may include venipunclure and testing of other body fluids, such as urine or
throat and vround secretions, for condilions including anemia, str€p throat, and diabet€s

. Medical care and lrealrnent, including diagnosis oi acute and chronic illness and disease, and dispensing and prescribing of
medications

. Mental health services including evaluation, diagnosis, treatrnent, and referrals, if proMded at Wellness Center

. Referals for service not provided at the school-based wellness center

. Annual health questionnaire/survay and health €ducation and risk preyentions counseling

x
Slgnrgrc cl P.roftJGuri{irn D.aa

HOWARD COUNTY HEALTH DEPARTMENT'S
FACT SHEET FOR PARENTAL CONSENT FOR RELEASE OF HEALTH INFORMATION

HIPAA COMPLIANT PARENTAL CONSENT FOR RELEASE OF HEALTH INFORMATION

My signature on this form authorizes lhe release ofmedical intormation for the Howard County Haalth Department School-Based Wellness
Center to conlact olher providers that have oxamioed my child to rslsaso ony medic€lor other informatjon to assist in the management of
my child's heallh, This infotmation may bs protected from disclosure by federal privacy law and state law.

By signing this consent, I am authorizing medical inicrmation to bo given to the Howard County Pubiic School Syslem either because it is
required by law or because it is necessary to protect the health and safety of the studeot. Upon my request, the facility or person disclosing
this medic€l information must provide me with a copy of this form. Parents are required by law to provide csrtain information to the school,
such as proof of immunization. Failure to provide this information may result in the student being excluded from school.

My questions about lhls form have been answered. I understand lhat I do not have to allow release of my child's medical information and
that I can change my mind at any time and revoke my authorization by writjng to the School-Based Wellness Center. However, after a
disclosure has b€en made, it cannot be revoked ret.oactively to cover information released prior to the revocation.

I consont to lhe release from the Howard county Health Department School Based Wellness c€ntor to the Howard County Public
School System and ,rom the Howa.d County Public School Syslem to the Howard County School-Based Wellne3s Cente( of
medical information outlln6d below in order to meet regulalory requirements and ensure that the school hae Informatlon needed
to protect my ohlld's hoalth and safety. lunderstand that this information will remain confidentlal ln accordance wlth F€deral and
Slate law rsgulations on confidentiality:

lntormatlon Requlrod by Laworschool system: lnromatlon lo Protqct Heakh and safety:
. Ne,.y €nkant exam - Condltlons Mrlch may require emergency medical kealrnent
- lmmunizatlon record - Menlal heslth condiuons lncluding evalualions, diagnosis, treabnent
- Msion and hearing screening results - Diagnosis of cerlaln communicable diseases (not including HIV
- rubercurin rest resu*s 

's:"sf#s],f,ffifl1r#:i#""#"'l:i,xft"'d"tected 
bv ra\Y)

- Health insuranc€ coverage

PARENT/ GUAROIAN CONSENT, AGREEMENT OF FINANCIAL RESPONSIBILITY AND ASSIGNIITENT OF BENEFITS:
l, the undersigned, voluntariiy consent to keatm€nt of my child by the provider and staff of the Howard County Health Department School
Based Wellness Center (HCHD SBWC). I also voluntarily consent to lhe use and disclosure of my child's protected health information for
tr€atrnent, payment and operalions and such other purposes that are permitted under the tederal Health lnsuranca Portability and
Accountability Act without a written aulhorization. I aulhorize paym€nt direcUy to the HCHO for seMces forWhic}l HCHD aca€pts
assignment. A copy of this agreement may be used in place ot the original. I certify that the information stat€d on this form is conect.

tlanrfrra at Ptrcnl,gu.r4eD Drtla
Time Period Durino Which Release of lnformation is Authodzed:
From: Date that forn is signed To: Date lhat student is no longer enrolled in the SchoolBased Wellness Center

tF youR GHITD ttts f,tEDlett. A36!$TANGE PLETSE PnOyIDE A GOPY OF rllE FROHr {D lAel( OF
GHILDS HEITTfl IHSI'RANGE GAED.



Child's Name: Today's Date:

FAMILY HEALTH INFORMATION.
Does any of the child's family members (parents, sisters, brothers, grandparents)have or had the
followln

Yes No Whlch Famil Member?Health Problem
Asthma
Diabetes
Mental Health/ Ps chlatrlc Problem
Sickle Cell
Other:

Who ls the student's regular health provider?

Name: Office Telephone: ( )

When was your child's last physical or well chlld exam?
Date/Month

Please provide the name and phone number of your pharmacy.
Name: Phone Number: ( )

CHILD'S HEALTH INFORMATION

Please place a check in the box for any health problems your child has had'

lf your child has been hospltalized, please provide the date(s) and reason(s):

Asthma

Diabetes

Hearing

Tuberculosis

Attention Deficit Dlsorder

Ear lnfection (frequent)

Heart Problems/Murmur

tr

Vlsion

Depression

Headache (frequent)

Sickle Cell Anemia

Bleeding Problems

Epilepsy/Selzures

Rheumatic Fever

fl Allergies (List all, including mediclnes):

fl other:

HOWARD COUNTY TMALTH DEPARTMENT
SCHOOL-BASED WELLNESS CENTERS PROGRAM

Medical and Family History Questionnaire

@Etr

PLEASE LIST ATL PRNSCRIBDD AND OVER THE COI'NTER MEDICATIONS YOUR CHILD

TAKES:

HCm 3.30.17

Address:

(

t-
I

r-T___l



MARYLAND DEPARTMENTOF HEALTH AND MENTAL HYGIENE
AND YOUR HEALTH INFORMATION

NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND
HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW CAREFULLY.

Safeguarding Your Protected Health lnformation
The Maryland Depar{ment of Health and Mental Hygiene (DHMH) is committed to protecting your health informatjon. In
order to provide treatment or to pay for your healthcare, DHMH will ask for certain health information and that health
information will be put into your record. The record usually contains your symptoms, examination and test results,
diagnoses, and lreatment. That information, referred to as your health or medical record, and legally regulated as health
information may be used for a variety of purposes. DHMH is required to follow the privacy practices described in this
Notice, although DHMH reserues the right to change our privacy practices and the terms of this Notice at any time. You
may request a copy of the new notice from any DHMH agency. lt is also posted on our website at
http://www.dhmh.state. md. us/.

How DHMH May U6o and Olsclose Your Protected Health lnformatlon
DHMH employees will only use your health information when doing thek jobs. For uses beyond what DHMH normally
does, DHMH must have your written authorization unless the law permits or requires it. The following are some examples
of our possible uses and disclosures of your health information.

Uses and Dlsclosures Relatlng to Treatmont, Payment, or Health Care Operations:
For troatmgnl: DHMH may use or share your health information to approve, deny treatment and to determine if
your medical treatment is appropriate. For example, DHMH health care providers may need to review your
treatment plan with your healthcare provider for medical necessity or for coordination of care.
To obtaln payment: DHMH may use and share your health information in order to bill and collect payment for
your health care services and to determine your eligibility to participate in our services. For example, your health
care provider may send claims for payment of rQedical services provided to you.
For health caro oporations: DHMH may use and share your health information to evaluate the quality ot
services provided, or to our state or federal auditors.

Other Uses and Disclosures of health information required or allowed by law:
lnformation purposes: Unless you provide us with alternative instructions, DHMH may send appointment
reminders and other materials about the program to your home.
Required by law: DHMH may disclose health information when a law requires us to do so.
Public health activities: DHMH may disclose health information when DHMH is required to collect or report
information about disease or injury, or to report vital statistics to other divisions in the debartment and other public
health authorities.
Health oversight activities: DHMH may disclose your health information to other divisions in the department and

other agencies for oversjght activities required by law. Examples of these oversight activities are audits,
inspections, investigations, and Iicensure.
Coroners, Medical Examinera, Funeral Dl16ctors and organ Donations: DHMH may disclose health
information relating to a death to coroners, medical examiners or funerai directors, and to authorized
organizations relating to organ, eye, or tissue donations or transplants.
Research purposes: ln certain circumstances, and under supervision ofour lnstitutional Review Board or other
designated privacy board, DHMH may disclose health information to assist medical research.
Avert threat to health or safety: ln order to avoid a serious threat to health or safety, DHMH may disclose health
information as necessary to law enforcement or other persons who can reasonably prevent or lessen the threat of
harm.
Abuse and Neglect: DHMH will disclose your health information to appropriate autholities if we reasonably
believe that you are a possible victim of abuse, neglect, domestic violence, or some other crime. DHMH may
disclose your health information tO the extent necessary to avert a serious threat to your health or safety or the
health or safety of others.
Spscific government functlons: DHMH may disclose health information of military personnel and veterans in

cerlain situations, to correctional facilities in certain situations, to government benefit programs relating to
eligibility and enrollment, and for national security reasons, such as protection of the President.

DHMH 461E (03/03)
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Families, friends or others involved ln your care: DHMH may share your health information with people as it
is directly related to their involvement in your care or payment of your care. DHMH may also share health
information with people to notify them about your location, general condition, or death. . . '
l,VorkEr's Componsation: DHMH may disclose health information to workeis compensation programs that
provide benefits for work-related injuries or illnesses without regard to fault.
Patient Dlrectorles: The health plan under which you are enrolled does not maintain a directory for disclosure to
callers or visitors who ask for you by name. You will not be identified to an unknown caller or visitor without
aulhorization.
Lawsuits, Disputes and Claims: lf you are involved in a lawsuit, a dispute, or a claim, DHMH may disclgse your
health informalion in response to a court or administtative order, subpoena, discovery request, investigation of a
claim filed on your behall or other lawful process.
Law Enforcement: DHMH may disclose your health information to a law enforcement official for purposes that
are required by Iaw or in response to a subpoena.

You have a Right to:
Reque-t restrictions: You have a right to iequest a restriction or limitation on the health information DHMH uses
or discloses about you. DHMH will accommodate your request if possible, but is not legally required to agree to
the requested restrictio0. lf DHMH agrees to a restriction, DHMI-I will follow it except in emergency situations.
Request Confldential Communications: You have the right to ask that DHMH send you information at an
alternative address or by alternative means. DHMH must agree to your request as long as it is reasonably easy
for us to do so-
lnspect and copy: You have a right to see your health information upon your written request. lf you want copies
of your health informalion, you may be charged a fee for copying, depending on your circumstances. You have a
right to choose what portions of your information you want copied and to have prior information on the cost of
copying.
Request amendment: You may request in writing that DHMH correct or add to your health record. DHMH may
deny the request if DHMH determines that the health information is: (1) correct and complete; (2) not created by
us and/or not part of our records; or (3) not permitted to be disclosed. lf DHMH approves the request for
amendment, DHMH will change the health information and inform you, and will tell others that need to know about
the change in the health information.
Accountlng of dlsclosures: You have a right to request a list of the disclosures made of your health information
after April 14,2003. Exceptions are health information that has been used for treatment, payment, and
operations. ln addition, DHMH does not have to list disclosures made to you, based on your written authorization,
provided for national security, to law enforcement officials or correctional facilities. There will be no charge for up
to one such list each year.
Notice: You have the right to receive a paper copy of this Notice andior an electronic copy by email upon request.

For More lnformation
This document is available in other languages and alternate formats that meet the guidelines for the Americans with
Disabilities Act. lf you have questions and would Iike more information, you may contact: Antigone Vickery, Deputy
Health Ofticer - 410-313-5300.

To Report a Problem about our Privacy Practices
lf you are a resident of a DHMH facility and believe your privacy rights have been violated, you may file a complaint.

. You can ,ile a complaint with the Department of Health and Mental Hygiene, Resident Grieyance System Central
Office at 1-800-RGS-7454.

. You can file a complaint with the Secretary of the U.S. Department of Health and Human Services, Office of Civil
Rights. You may call the Department of Health and Mental Hygiene for the contact information.

DHMH will take no retaliatory action against you if you make such complaints-
Effective Date: This notice is effective on April 14, 2003.

(Provider programs must ensure that they try to get this acknowledgement signed)
Acknowledgement of receipt of this notice:

Patient or Autho'rized Representative

lf unable to get atknowledgement, specify why
Signature of DHMH representative

Date

DHMH 4618 (03/03)
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