Summersville Wellness Center

                                     Student Information Update

Please check one of the following:

· My child has a consent on file with the Summersville Wellness Center.  I am the legal guardian 

of this child and continue to consent to services as outlined in the original consent.  I have updated my 

child’s information below.  The information listed below is accurate to the best of my knowledge.

· My child does not have a consent on file with the Summersville Wellness Center, but I would like to enroll my child in the Wellness Center.  Please send a consent and health history form home with my child (listed below).  

Students Name:___________________________________________             Date of Birth:______________

Student ID#:________________________                                                        Grade:________

Parent/Guardian’s Name:________________________________________                Home Phone:_________________

Address:________________________________________________________________Work Phone:_______________

If we are unable to reach you, whom should we call?

Name:___________________________  Phone:____________________ Relationship to Student:___________________

Is your child allergic to any medications?       Yes:___  No:___  If yes, please list:________________________________

_________________________________________________________________________________________________

Is your child taking any prescribed medications on a regular basis?  Yes:____  No:____ If yes, please list the medications and dose:__________________________________________________________________________________________

Have there been any major changes in your child’s health since last school year?  (For example, a newly diagnosed illness, surgery, hospital stay, etc.)______________________________________________________________________

__________________________________________________________________________________________________

Childs’s last complete physical exam and clinic physical was given at?  Month/Year ____/____ 

Clinic where physical was given : __________________________   Date of last Tetanus vaccine?  Month/Year  ____/____

Please update the following insurance information.  Please include a copy of your insurance card.

1. Do you have private insurance? Yes:____  No:____  If yes, please provide the following information.

      Insured Parent/Legal Guardian: _______________________________________________________________

      Birth Date of Card Holder:____________________        SSN of Card Holder:__________________________

      Address (if different from child):______________________________________________________________

      Place of Employment:____________________________ Insurance Co. Phone Number:__________________

      Insurance Company and Complete Address:_____________________________________________________

       ________________________________________________________________________________________

      Group Number:______________________________   ID Number:___________________________________

      From (month/year):_______________________                To (month/year): ___________________________

2. Does your child have a Medicaid Card?  Yes: ____  No:____  If yes, please provide the following information.

Medicaid # ________________________________ Member ID# (Carelink) ________________________________

Please circle the Medicaid carrier:    UNICARE     CARELINK         PCP/HMO Provider:__________________

3.   Does your child have a CHIP (Children’s Health Insurance Program) card?  Yes:____      No:___

       Name Listed on Card: _________________________________  Birth Date of Card Holder: ____________________

       ID or PIN# on Card: ___ ___ ___ ___ ___ ___ ___ ___ ___ ___        

Group#: 7771     

       


From (month/year):  __________

To (month/year): __________

Parent/Guardian Signature:____________________________________________ Date:______________________

The Summersville Wellness Center is a project of New River Health Association.

