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It’s fast and easy for your child to receive health care services through the

NYC Health + Hospitals / Gotham Health School-based Health Center!

Dear Parent or Guardian: . ,
We are hap%y to inform you that your child’s school — PS 86 — has a School Based Health Center (SBHC)! The SB

Morrisania, 8 Gotham Health Center, licensed professionals congisting of medical and mental health providers.

HC is staffed by

Please know that your child can use the School-Based Health Center and see your other doctors as well. Signing this consent
does not change your insurance, does not change your private doctor, and does not affect the number of times your child can see

their primary doétor.

At the School Based Health Center, your child can receive the services listed below at ng cost to you, regardless ol

The SBHC is allowed to bill insurance, however there are 10.co-pays for you, and you do not receive a bill,
School Based Health Center Services include:

® Complete physical examinatjon.s ® Health Education and Counseling

® Medications and prescriptions .

Mental Health Counseling and servicds

insurance status.

® Medical laboratory tests; Inmunizations - e Screening for vision, hearing, asthma,|obesity,

® Medical care, including treatment for acute and chronic and other medical conditions;
conditions - . - : °

® Agelappropriate reproductive health care

Access to care 24 hours/day, 7 days/week

- To register your child for the services of our School Based Health Center, please read and complete the following information on the

attached enrdllment form. Be sure to sign the Parental Consent form.

@© Parental Consent Form ]
© HIPPA Authorization Form -

Give the completed forms to your principal’s office or directly to the School Based Health Center inroom 102.

The School Based Health Center i$ located in room 102 of your child’s school and is open every échool day betwee
8:00am-4:00pm. ‘ ' = ,

We look forward to meeting you and we look forward to providing health services to ydur child. Feel free to visit ug
Health Center inroom 102 or call us at 718.526.3589 for more information. o ;

Sincerely, :
Rosita Rivera, Principal

' o fiti
Nica Cherry-Momprem, Nurse Practitioner PS 86 | ;

Morrisania/ Gotham Health

Elet Howe, Sr. Associate Director
NYC Health + Hospitals / Gotham: Health

N -Jédy éoidbe;g, iVIedlcal Dir;e;t(;r
NYC Health + Hospitals / Gotham Health
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Querido Padre o Encarigado:

Es un placer informarl!a que la escuela de su Hijo/a —PS 86 — tiene un Centro de Salud Escolar. El Centro de Salud Escolar es
administrado por Morjsania, a Gotham Health Center. El Centro de Salud Escolar tiene profesionales de Morrisania con licencia que
congiste de provcedo:'%s médicos y de salud miental. .

Tenga en cuenta que §

u hijo/a puede usar el centro de salud escolar'y también ver.a sus otros médicos. Su firma en esta

autorizacién no cthi_t_a_ su plan de seguro médico, no cambia su doctor privadd, y no afecta la cantidad de visitas a su médico

privado.

Su hijo/a p,'uede recibir servicios notados aqui en nuestro Centro sin ningiin costo a usted y sin importar si tiene 0 no seguro
médico. SIFU hijo/a tiene seguro médico, El Centro de Salud Escolar esté permitido facturar a su compaififa de seguro, sin embargo,

no hay copagos para usted, y usted rio recibird una cuenta.

Los servicios incluyen: : -
® Exémenes fisicos completos; ® Educacién de la salud;
| ® Mediginas y recetas a su farmacia; ® Servicios de salud mental; -
® Exémenes de laboratorio; Vacunas - ® Exémenes de la vista, de los ofdos, del asma, de la -
£ ke e . R obesidad, y de otras condiciones médicas; )

® Servigios médicos, incluyendo tratamiento para esidad, y de ofres : ] 8
condiiones urgentes o croénicas ® Evaluacién y referidos para seguro médico;

® Servidios de la salud reproductiva apropiadas ® Acceso a servicios 24 horas al dfa, los 7 dias dela
para la edad; , semana .

Para registrar su hijo/a j

© Conseﬁmiento de los Padres

! © Autori
!
Por favor dq\ruelva el fg

8:00am-4:00pm.

Esperamos g\oder conoc
en la habitadién 102 o |

Sinceramente,
Nica Cher
Morrisanid

Elet Howe
NYC Heal

Jody Gold
NYC Heal

o | Belvis
Mok |
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4 . . . . N . . -
ara que reciban servicios médicos, un padre o un encargado debe leer y firmar los siguientes formularios.

ci6n para divulgar informacién médica de HIPAA

rmufario a la oficina del director de la escuela o directamente al Centro de Salud Escolar.

lar se encuentra en la habitacién 102 de la escuela de su hijo/a. Las horas son de lunes a viernes entre las

erle pronto y prol':»orcionar los servicios médicos que su hijo/a requiere. Visitenos en el Centro de Salud Escolar -
&menos al 718.526.3589 para obtener més informacién. :

Rosita Rivera, Principal

ry-M Practitioner
y-Momprem, Nurse Practitione HTE

/ Gotham Health

' Sr. Associate Director
th + Hospitals / Gotham Health

berg, Medical Director
th + Hospitals / Gotham Health
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NYC Health + Hospitals | Gotham Health
School Based Health Center Parental Consent Form
87-41 Parsons Blvd, rm 102, Jamaica, NY 11432 -

Please check off your child's school: [ 1PS 86 Mother's maiden name}

Please know that your child can use the School-Based Health Center and see your other a'octar.r
Signing this consent dau_naLch angé your insurance, Mchange your private doctor, and does not affect the number of times yaur

child can see Iheir private doctor
: 1 IRENRINECRMATIONER

Studernit Flrs Name Last Name: : First Name:
Date of Birth / ) / ) HomeMork Tel: - :
: Month Day Year : Cell !’hone:

Student Addfess: Email:
— b , Parent/Legal Guardian: : ‘
Student ecn{'?éxil: ) i " | Last Name: First” Name:
. . i Home/Work Tel: '
* - i , " | Cell Phone:

Student. Social . Security Number: — Emall :

Sex: O Male -0OFemale - i Grade
Ethnicity: Q Hispanic O Black O White O American Indian | If legal guardian , relationship to the student:
Q Asian/Pacific Islander OOther OGrandparent Q Aunt/Uncle QOFoster Parent O Other:

List the student’s regular doctor, if they have one? ' Home Mork Tel”
Name: 2 Cell:
Telephone: ' Email:

Address: : | Preferred Language of Parent/ Guardian:__ ‘

Indicate the Pharmacy where we can send prescriptions.

Pharmacy. _ .
Pharmacy - Address: Name: __ .
Pharmacy Tel: ' Relationship to Student:

W I: iyt _ .
*Indicates optional field Used for insurance Ppurposes only : Z:;In @ orWork Te

ANCEINBRNAD

Does your child have other health insurance

oes your child have Medicaid?

ONo 0O Yeés:Medicaid ID # _ O No a Yes,  Health  Plan:

Does your child have Child Health Plus? Member 1D/Policy 7 Number,
ONo OYes:CHP# , - Health Insurance Phone: : _

Which Plan? . .+ | Wyourchild does not have health insurance, would you like a repre-
Q Affinity Q Fidelis 0 sentative to contact you to assist with getting health lnsurance:

0O Healthfirst .~ 0O Empire BC/BS Healt Plus

0 Emblem Health(HIP/GHI) Ol Metro Plus . O No O Yes, whatis the best tlme to contact you?

0O WellCare . . ‘0 United Healthcare

FEoR AR ENACONS ENLE O RSB OOITBASEDHEALY e_;ﬂ@ RER! SigniBoX

1 have read and understand the services listed on the next page (SchooI-Based Health Center Services) and my s]gnature provides consent
for my child td receive services provided by the NYC Health + Hospitals/Gotham Health School-Based Health Center. By law, parental con-
sent is not required for the conduct of mandated s¢reenings, the application of first aid treatment, prenatal care,  services related to sexual
behavior and pregnancy prevention, and the provision of services where the health of the student appears to be endangered Parental con-
sent is not reulred for students who are 18 years or older or for students who are parents married or legally emancupated My sugnature in-

dicates | have
examlned my

I have read and understand the release of health rnformatlon in Box 2 on revetse sude of thls forrn My agnature Indlcates my consent to
edlcal Inforrnatlon as speelﬁed T the box

2 secﬁon onl w TR g O,
Slgnature of Parenthuardlan ' ' Date
Rev: 5,11,2018 PLEASE BE SURE TO REVIEW BOTH SIDES OF THIS CONSENT




e ~

NYC Health + Hospitals | Gotham Health
Autorizacion de Padres Para Servicios del Centro De Salud

- 87-41 Parsons Blvd, rm 102, Jamaica, NY 11432

Por favor marfue a cscuela de su hijo/a: [ ]PS 86 Su apellido de soltera?

St hiijo/a puede recibir servicios en El Centro de Salud E~tolar ademas de los servicios }Iue ya recibe de su med'iEp‘riw_xdo. Su firmar en
oste Consentimjento no cambia su plan de seguro medico, no cambia su doctor privado, y no aftecta las cantidad de visitas a su medico .

privado. : :
= 3 Tﬂv“".“?‘“‘:’ﬁr{"ﬂ{i PO VR O u;.h:, T TENCTES Y 1’. R A F’;’”{.ﬂ”‘”"“‘"‘ﬂ"' ek
3 i%lﬁ%@?ﬁﬁ%&.m@zﬁbmu meug.ﬁ.;._'}_v.:;eug)?ii\i Cai32d .0 LIRS

‘Padres/ Guardién legal: i
Apellido: Nombre:

Teléfono de casa:

Apellido del estudiante:
.Nombre del estudiante:

Fecha de nacimiento: / / . Celular:
. Mes Dla Afio Correo Electrénico:
Direccldn del estudiante:
|Padres/ Guardidn legal: ge
Apellido: Nombre:
Correo electronico del estudiante: Teléfono:
« i a n Celular:
Sexo: Ma§cullno Femenino Grado: _ -~ - Correo Electrénico:

**Nimero de seéguro soclal del estudiante: ]
Grupo étnico: . . |Sies tutorle al, relacion con el estudiante:
O Hispano O Negro O Blance O Indigena estadounidense 0 Abuelo/Abuela OTfa/Tlo O Padre/Madre de acogida

O Aslatico/indigena del Pacifico otro __- O Otro:
Teléfono de casa :

¢Quién es el medico principal del estudiante, si tiene un médico?

Nombre: Teléfono Celular:
Teléfono: __ . _ ____ _ ’
Direccion:___} T T S AT D s Tt oo
Indique la Farmacia donde podemos enviar recetas: Nombre: : :
gfmbﬁ : _ : : Parentesco con el estudiante:

reccién: : : i . .
Teléfono: . 7 Teléfono particular: Teléfono del tr.aba]o':

Celular: )

| g @“ BRGNS RASE e 2Nk X e A G S e A s ) v
¢Tiene su hijo/a Medicaid?‘ . . K " - | Tiene su hijo/a otro seguro de salud?’ -

ONo O si; Ne de Identificacion de Medicaid U No 11 81, Plando ssiue
L Tiene su hijofa Child Health Plus? Identificacién del miembro/Numero de poliza:

OnNo O sij N.° de Identificacién de CHP Teléfono del seguro de'salud:
¢Qué plan tiene?

N Si'su hijo no tienc seguro de salud, gle guslaria que un representante
O Fidelis O Healthfirst . U Metro Plus te llames para ayudarlo a obtener un seguro de salud?" )

O Affinity |
O Emblem Health (HIP/GHI) [ Empre BCBSHeathPis U United Healthcare | Oy, O s .
O wellcare ’ {Cuil es la mejor hora de comunicarse con usted?

TRt

e T s N e L LT ST

—ale 1*:: E‘}gﬂﬁmg hari §§ P*q"’.'m_,, Sy el e

“Lef y eritiendo Ids servicios enumerados en la pagina siguiente (Serviclos del Centro de Salud Escolar) y mi fima otorga Consentimiento para q
hijofa reciba Ios ‘servicios proporclonados por el Centro Escolar de Salud, NY! alih + Hospitals/Gotham Health, ‘

AVISO: Por ley, no se requiere autorizacion de los padres' para conducer examines obligatorios, la aplicacion de tratamiento de prl'meros'auxllios, cuidados
prenalales, serviclos relacionados con comportamiento sexual y prevencion del embarazo, y la provision de servicios donde la salud del estudianle parece
estar en rlesgo. No se requiere la autorizaclén de los padres' para los estudiantes mayores de 18 afios, los que son padres de familia o los que estan

legalmente emancipados. Mi firma indica que recibl una copla del Aviso de Normas de Privacidad. Mi firma también autoriza que el Centro de Salud pude
tener contaclo con otros proveedores que hayan examinado a mi hljofa. '

Grawe wooti i e T

X
‘Firma del Padre/T!

“Ba a

.p.rendo n dé Informacién médica en la pé aja 2
informacion sob{e la salud tal como se especifica en la caja 2 solamente. -

O SN Tt M“sn R P A T A I S e s
B s AR R i e R T .
Firma del P%drelT utor . : 2 s —

! " PORFAVOR CERCIORESE DE REVISAR AMBOS LADOS DE ESTE CONSENTIMIENTO
§/11/2018 {SPaﬂish) ‘




H[PAA Authorization to Disclose Health Information
ALL FIELDS MUST BE COMPLETED

NYC
HEALTH +

HOSP TALS

THIS FORM MAY NOT BE USED FOR RESEARCH OR MARKETING, FUNDRAISING OR PUBLIC RELATIONS AUTHORIZATIONS

or Specialty Physician

PATIENT NAME/ADDRESS DATE OF BIRTH PATIENT SSN
MEDICAL RECORD NUMBER \ TELEPHONE NUMBER
NAME OF HEALTH PROVIDER TO RELEASE INFORMATION SPECIFIC INFORMATION TO BE RELEASED: n/a -
Primary Care Physician
lnformatIon Requested:
. 1. Immunizafions, Vision, Hearing & TB resulls; 2. Diagnosis of eemln communicable dhenor 3, Chronic

lliness Care; 4, Heallh Insurance Coverage; 5. New enirant exam (form CH-205)

Treatment Dates from Date Consent Signed to End of School Enroliment

NAME & ADORESS OF PERSON OR ENTITY TO WHOM INFO. WILL BE
SENT . ’

NYC Health + Hospitals | Gotham Health
PS 86 School Based Health Center

REASON F(:r RELEASE OF INFORMATION
EI Legal Matter Individual's Request

Other (p‘am !Pw"y) . Coordination of Medical Care

INFORMATION TO BE RELEASED (I the boxis chacked, yau are authorizing the release of that type of
Information). Please note: unless all of the boxes are ch-r.knd we may be unable {o process your request,

Alcohol and/or Substance Abuse D Mental Health Information

Program Informalion

D Genelic Tesling Information D HIVIAIDS-related Informafion

WHEN WILL THIS AUTHORIZATION EXPIRE? (Please check one)
- End of school enroliment
m Event__ D On this dale:.

1, or my authorized representative, authorize the use or disclosure of my medical and/or billing information as | have described on this form.

| understand that my medical and/or billing information could be re-disclosed and no longer protected by federal health information privacy regulations
if the recipient(s) described on this form are not required by Iaw to protect the pﬁvacy of the information. .

| understand that'if my medical and/or billing records contaln Informalion relating to ALCOHOL or SUBSTANCE ABUSE, GENETIC TESTING,
MENTAL HEALTH, and/or CONFIDENTIAL HIV/AIDS RELATED INFORMATION, this Infonnaﬂon will not be released to the person(s) | have
Indlcated unless | check the box(es) for this information on this farrn

| understand that if | am authorizing the use or disclosure of HIV/AIDS-related information, the reciplent(s) is prohibited from using or re-dlsdosmg any
HIVIAIDS-related information without my authorization, unless permitted to do so under federal or state law. | also understand that | have a right to
request a list of people who may receive or use my HIV/AIDS-related information without authorization. If | experience discrimination because of the use
or disclosure of HIV/AIDS-related information, | may contact the New York State Division of Human Rights at 212.480.2493 or the New York City
Commissian of Human Rights at 212.306.7450. These agencies are responslbie for protecting my rights.

| understarid that | have a right to refuse to sign this authorization and that my health care, the payment for my health care, and my health care benefits

- will not be affected if | do not sign this form. | also understand ‘that If I refuse to sign this authorization, NYC Health + Hospitals cannot honor my request

e —m o ar

HP Revised 09-16

_ to disclose ymedlcal andlor billing information. . ) .

| understand mat | have a right to request to Inspect and/orrecelve a copy of lhe lnfon'nallon described on this aulhonzatlon form by completing a
Request fu Access Form. | also understand that | have a ﬁght to receive a copy nf this form after | have signed it. -

‘1 understand that Ifl have slgned this authorization form {o use or disclose my medical and/or billing information, | have the right fo revoke it at any time,
except to the extent that NYC Health + Hospitals has already !aken action based on my aulhoﬂzatlon or that the authorization was ohtalned asa
condition for obtaining Insurance coverage. )

To revnke this authorization, please contact the faclity Health Information Management department processing this request.

! have read this fonn and all of my questions have been answered. By sfgnlng below, 1 ncknowledge that | have read and accept all of the

above. ..
I R 1 URFE[ IF NOT PATIENT, PRINT NAME & CONTACT INFORMATION OF
NAL REPRESENTATIVE SIGNING FORM

GESCRIPTION OF PERGONAL REPRESENTATE'S AUTHORTY T0'
ACT ON BEHALF OF PATIENT .

U NYG Health + Hospitals has requested this authorlzatlon. the patient or hisfher
) Personal Represantatlve must be provided a copy of this form after it has been signed.

NYCHEALTH + HOSPITALS USE ONLY
: " DateRecabed: Intlals of HIM Erploves processing requess : Tt T
Date Completed: Comments:

HIPAA Authorization 2413, Revised 03-16







