Lamar School District #39

School Year:  2014-2015
Dear Parent/Guardian:

The district’s School Health Services program supports your student’s academic success by promoting health in the school setting.  One way that we provide care for your student is by performing the health screenings as mandated by the State of Arkansas.
During this school year, the following screenings will be required or completed at school:

Vision

· Distance acuity for all newly entering students and students in Pre-K, Kindergarten, Grades 1, 2, 4, 6, 8 and 10.

· Near vision acuity and color perception screening for all newly entering students and students in Grades 1, 2, 4, 6, 8 and 10.
· Please submit a copy of most recent eye exam.
Hearing

· Hearing screening for all newly entering students and students in Pre-K, Kindergarten, Grades 1, 2, 4, 6, 8 and 10.

Scoliosis 

· Scoliosis (spinal curvature) screening for girl students in Grades 6 – 8.
· Scoliosis screening for boy students in Grade 6.
Health Appraisals

· A physical examination including Body Mass Index and Weight Status Category Information is required for all newly entering students and students in Kindergarten, Grades 2, 4, 6, 8 and 10.  Results available upon parental/guardian request.
Puberty(Hygiene)Program_____________________________________________________________

· The “Always Changing” Program to discuss puberty/hygiene.  Fifth graders only. This is not “a sex talk” nor will it be allowed to become one!
Other grades will be done as time allows or requests are made by parents or staff, except the Puberty Program.  A letter will be sent home if there are any findings on the screening done at school that would cause concern or need medical follow-up.  Please call the school’s Health Office (479-885-3965) if you have any questions or concerns.  
Please sign consent forms and release of information forms.
By signing below, you are consenting to all screenings.  If you do not want your child to participate in a specific test or program, please place xxx’s through that test or program.
Childs Name:  ______________________________________________
Parents Signature:  __________________________________________    Date:  _________________
Lamar School Nurses

Karma Williams, RN, Shelley Boswell, LPN and Doty Torres, LPN
AUTHORIZATION FOR USE OR DISCLOSURE OF HEALTH INFORMATION BETWEEN REQUESTOR and 

LAMAR SCHOOL DISTRICT #39

Completion of this document authorizes the disclosure and/or use of individually identifiable health information, as set forth below, consistent with Federal laws (including FERPA/HIPPA) concerning the privacy of such information.  Failure to provide all information requested may invalidate this authorization. 

USE AND DISCLOSURE INFORMATION: 
Patient/Student Name:  ​​​​​​​​​​​​​​​​​​​​                                                                                       ____________________________       





Last


 First


MI


Date of Birth

I, the undersigned, do hereby authorize:  Lamar School District #39
to provide health information from the above-named child’s medical record to and from:

              Third Party Biller                         
                                         301 Elberta St, Lamar, AR 72846


Requestor





Address / City and State / Zip Code


       Lamar School District #39                                                                       479-885-3907



School District





Area Code and Telephone Number


The disclosure of health information is required for the following purpose:


     Reimbursement for state mandated screenings

Requested information shall be limited to the following:  

  
   
All minimum necessary health information; or

        
Disease-specific information as described:


______________________________________________________________________________________________

DURATION:  This authorization shall become effective immediately and shall remain in effect until June 15, 2015 or forone year from the date of signature, if no date entered.

RESTRICTIONS:   Law prohibits the Requestor from making further disclosure of my health information unless the Requestor obtains another authorization form from me or unless such disclosure is specifically required or permitted by law. 

YOUR RIGHTS: 
I understand that I have the following rights with respect to this Authorization:  I may revoke this Authorization at anytime. My revocation must be in writing, signed by me or on my behalf, and delivered to the school district/health care agencies/persons listed above. My revocation will be effective upon receipt, but will not be effective to the extent that the Requestor or others have acted in reliance to this Authorization. 
RE-DISCLOSURE:   I understand that the Requestor will protect this information as prescribed by the Family Educational Rights and Privacy Act (FERPA). I have a right to receive a copy of this Authorization. Signing this Authorization may be required in order for this student to obtain appropriate services in the educational setting. 
APPROVAL:  
   Printed Name 



        Signature 



     Date

                                          Relationship to Patient/Student                            
                                 Area Code and Phone Number
