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                                                  High School Wellness Center  

                                                                      Health History 

                                                                    
	Caesar Rodney Wellness Ctr.         302-698-4280

Dover Wellness Center                    302-672-1586
Lake Forest Wellness Center          302-284-9291
Milford Wellness Center                 302-424-6120

Polytech Wellness Center                302-697-8402
Smyrna Wellness Center                 302-653-2399

Woodbridge Wellness Center         302-337-9310

	A complete and accurate health history is needed in order for the staff to provide quality health care.  Services will not be provided unless all sections of this form are complete.  (PLEASE PRINT)

Student’s Name:  





                         
     Date of Birth   


                 


Address:  














City:  




                 
        State:  

 

Zip Code: 



Gender:  MaleFemale        Grade:  

     Age:   
      Social Security #   _            --         _   -- ___  __


Race:  











Ethnicity:
American Indian/Alaska Native     


Mixed     




Hispanic or Latino   

Asian   





Native Hawaiian/Pacific Islander   


Not Hispanic or Latino

Black/African American    


White     

Student Phone #: (Home)  


                                     
  Students Phone #: (Cell)   






Name of parent/guardian: 


                       






 


Parent Phone #: (Home)  


                                      
  Parent Phone #: (Cell)   





Name of Student’s Heath Care Provider (Doctor):  


                       







Address:    








  Phone:  





Date of last visit:  



                      

   Reason for last visit:  






 NO PHYSICAN OR MEDICAL PROVIDER 

INSURANCE INFORMATION IS REQUIRED. 

If you have NO medical coverage please indicate below. 

Health insurance will be billed for your child’s Wellness Center visit.  

This information is required to process your child’s insurance claim. 

PRIMARY MEDICAL INSURANCE

Name of Insurance Company: 













Insurance Address:  














Policy Number:  





     Group Number:  






Subscriber:  




 Subscriber’s Date of Birth:                         Relationship to child: 



Medicaid# 















NO MEDICAL COVERAGE or SELF PAY

SECONDARY MEDICAL INSURANCE

Name of Insurance Company: 













Insurance Address:  














Policy Number:  





     Group Number:  






Subscriber:  




Subscriber’s Date of Birth:                          Relationship to child: 




Medicaid# 















PREFERRED PHARMACY:  





     Phone #:  







Prescription Plan:    Yes     No 

ALLERGIES

No Allergies

Drug/Latex Allergy: 














Contact/Food Allergy: 






                        






MEDICATION

Please list or attach an additional sheet with any medications your child is currently using: 

Name





Dose




Reason for use
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PLEASE LIST ALL HOUSEHOLD MEMBERS:
Name    






       Age



              Relationship to student
1.  
















2. 
















3. 
















4. 
















5. 
















FAMILY HEALTH HISTORY

High Blood Pressure

Heart Disease/Heart Attack

Kidney Disease

High Cholesterol

Overweight

Diabetes (sugar)

Thyroid Disease

Sickle Cell

Mental Health Concerns

Stroke 

    Asthma

Tuberculosis

   Cancer 
STUDENT HEALTH HISTORY 

Please check  any of the following illnesses or problems that your son/daughter has now or has had in the past. 

Indicate with (P)-Past or (C)-Current.  Please provide an explanation below for any CURRENT problem checked.

Asthma

Thyroid Disorder

Sickle Cell Anemia

Heart Problems

Ulcers/Reflux

Fainting Spells

Diabetes

Head Injury/Headaches

Seizures

Mumps

Measles

Physical Limitations

Vision/Eye Problems

Anemia

Ear Infections

Kidney Disease

Colitis/Stomach Trouble 

Frequent Colds

Tuberculosis

Hemophilia

Chicken Pox 
High Blood Pressure

Arthritis

Skin Problems

Menstrual Problems

Personal Hygiene

Drug Use

Alcohol Use

Smokes/Chews Tobacco

Learning Disability 

Weight Concerns

Eating Problem

Sleeping Problem

Frequent Anger

Change in Friends

Mood Changes

Appears Withdrawn

Attempted Suicide

Depression

Other (Please List)

Explanation of CURRENT illness or problems:   










Do you have any worries or questions about your teen’s physical or emotional health:  Yes       No
If yes, what are your concerns:  












Has your teen ever received counseling or mental health services:   Yes       No

When: 

Name of Counselor/Facility:  





Type of services received:  













Has your teen used an Emergency Room in the last year:   Yes       No 
If yes, how many times:   

        Reason(s):  











Has your teen ever been hospitalized for more than one day or had surgery:     Yes       No
When: 





     Which hospital:  







Reason for hospitalization/ or type of surgery:  











Thank you for your interest and participation in this program.  If you need assistance in completing these forms of have any questions, please do not hesitate to call the Wellness Center. 

Caesar Rodney Wellness Center     

698-4280




Polytech Wellness Center

697-8402
Dover Wellness Center                    

672-1586




Smyrna High School Wellness Center  
653-2399

Lake Forest Wellness Center

 
284-9291




Woodbridge Wellness Center

337-9310

Milford Wellness Center
     
424-6120










Signature of Parent/Guardian:  






   Date:  



HEALTH INSURANCE PORTABILITY AND ACCOUNTABILITY ACT 

BAYHEALTH SCHOOL BASED WELLNESS CENTERS

Effective April 14, 2003, the Wellness Center must comply with the Private Rules as detailed in the Health Insurance Portability and Accountability Act (“HIPAA”).  By law we are required to provide you with a copy of the Wellness Center’s Notice of Privacy Practices.  The Notice describes how the Wellness Center may use and disclose health information about you that we have collected.  It also explains how you can get access to this information. 

The Wellness Center is committed to taking steps in compliance with applicable law, to protect your privacy and confidentiality.  We want you to know that we may use your health information for purposes of your treatment, to obtain payment for services that we provide to you and for purposes of Wellness Center operations.  For more information on how we may use and disclose your health information, please read our Notice of Privacy Practices. 

The terms of Notice may change.  The most current Notice will always be posted in the Wellness Center.  You may also contact the Wellness Center staff to obtain the most current copy. 

Signature of Parent:  







   Date:  




Signature of Student:  







   Date:  
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STAFF AND STUDENT RESPONSIBILITIES 

STAFF RESPONSIBILITIES 

1) Center staff will provide each student with considerate, respectful, and appropriate care.

2) Each student will be informed of his/her medical condition(s), or counseling/nutritional plan.  Each staff member will encourage students to talk with their family regarding their health concerns.

3) Center staff will not disclose information without student permission. Confidentiality, as required by law, will be maintained in all but the following circumstances:

a. A student intends to harm self or others and there is a clear and immediate danger. 

b. Reporting child abuse of any kind.

c. Reporting of certain contagious diseases to Division of Public Health.

d. Response to legal subpoenas.

STUDENT RESPONSIBILITIES

1) Students with appointments must report to class first for attendance, teacher permission, and teacher signature on the pass. 

2) Students are responsible for informing the Center in advance if they need to cancel an appointment.

3) It is expected that students do not congregate in the Center if they do not have appointments, and that they respect the privacy of others and property of the Center. 

4) In keeping with standard medical practice, a health history and health risk assessment will be completed by each student accessing services at the Center.  All information provided is confidential and will be used only as a means of assessing health risk behaviors. 

5) Each student has the responsibility to answer questions honestly and provide all pertinent information concerning his/her health so that the most appropriate care can be planned. 

6) Each student has the responsibility to make the health care provider aware if they have been given any information that they do not understand.

Signature of Parent:  







   Date:  




Signature of Student:  







   Date:  
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