Lubbock Children’s Health Clinic Enrollment Form
Please have your check stubs, social security and immunization cards ready.
Demographic Information

Do you have? __ Private Insurance  __Medicaid __CHIP
Patient’s Last Name First Ml DOB
Address Apt.
Phone Message Phone Email
City: State: Zip Code:
Pt. SS# Medicaid/Insurance #
Patient Insurance Information: Plan:
Group #: Policy #:

Ethnicity: ___ Hispanic or Latino ___ Non Hispanic or Non Latino __Unknown
Race: __ American Indian or Alaskan Indian _ Asian ____ Black or African American

___Native Hawaiian or other Pacific Islander White Other
Sex: Male Female Primary Language:
Mother’s Last Name First
SS# DOB
Father’s Last Name First
SS# DOB
Emergency Contact: Phone:

Employer/Employers of Household Members

Monthly Income SSI Monthly Payments
Child Support Unemployment Payments TOTAL INCOME
List Others in The Household: How many live in your household
1

Last First Date of Birth SS#
2

Last First Date of Birth SS#
3

Last First Date of Birth SS#
4

Last i First Date of Birth SS#
5

Last First Date of Birth SS#
Date:

How did you hear about Lubbock Children’s Health Ciinic: (Please circie one)
. Health Department

Health Fair

Newspaper

Relative/Friend

Tv/Radio

Website

Other: (pleasc specify):
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Revised 06/13/2014
Reviewed & Revised 01/20/2016



LUBBOCK CHILDREN’S HEALTH CLINIC
7 302 N. University, Lubbock, TX 79415 T 1307 Martin Luther King Blvd, Lubbock, TX 79403
Phone: (806) 749-3803 Fax: (806) 749-3805 Phone: (906) 749-3800 Fax: (806) 749-3802

AUTHORIZATION TO CONSENT TO TREATMENT OF A MINOR

Name of Minor DOB

I (we) the undersigned parent(s) /guardians(s) of the minor listed above, do hereby authorize the physicians and
other health care providers of Lubbock Children’s Health Clinic to treat and examine my child and order the
examinations, tests, treatments and other services necessary in the best interest of my child. I understand that this
consent to treatment will be valid and remain in effect as long as I attend the Lubbock Children’s Health Clinic or
until I revoke this consent in writing.

I authorize payment of authorized Medicaid or any other private or public insurance benefits to be paid directly to
Lubbock Children’s Health Clinic or other third party administrator for any services furnished to my child by any
Lubbock Children’s Health Clinic health care provider. 1 understand that I am financially responsible to Lubbock
Children’s Health Clinic for all charges incurred.

I understand that the Health Insurance Portability and Accountability Act authorizes Lubbock Children’s Health
Clinic to release confidential patient information and/or demographic information for the purposes of obtaining
payment for services or to determine eligibility for benefits payable for services provided.

I have been given a copy of the Notice of Privacy Practices for LCHC on (mm/dd/yyyy)

Signature of Parent/Guardian

Father’s Name: Mother’s Name:

( or Guardian) (or Guardian)

Date of Birth Date of Birth

SS# SS#

Address: Address:

City, State, ZIP: City, State, ZIP:

Telephone Number: Telephone Number:

__Yes Iamgiving permission for LCHC to contact me at the phone numbers listed above in regard to my child's medical
treatment. (initial)

___No Ido not want LCHC to contact me at the phone numbers listed above. (initial)

__Yes Iwould like to receive emails regarding my child's appointment. My email address is:

*% In the event that I am not able to be reasonably contacted or cannot be present when my child requires medical
care, the following individuals may bring my minor child to Lubbock Children’s Health Clinic for care. 1
understand that an adult other than the parent or guardian will be required to sign a separate Authorization for
Consent for Treatment.

1. Relationship:
2. Relationship:
3. Relationship:

I certify that this form has been fully explained to me, that I have read it or had it read to me, and that I understand its contents.

X Date Signed:
Signature of Parent or Guardian

Relationship to Patient Witness

02-2015



PREPARTICIPATION PHYSICAL EVALUAT ION -- MEDICAL HISTORY

This MEDICAL HISTORY FORM mug becomplete annually by parert (or guadian) and studen in order for the studer to participate in athletic activities Thes
guestiors ae designe todetemine if the stude has developé any condition which would make it hazadous toparticipate in anathletc event

StudensName (print) Sex Age Date ofBirth
Address Phore
Gracde Schod

Peasonal Physician Phore

In cae ofemergencycontact

Name Relationshp Phore (H) (W),

Explain OYesO answarghe box below**. Circle questions you donOt know the answers tc

Yes No Yes No
1. Haveyou had amedicaillness orinjury sinceyour lag chek o 13. Have you eve gotten unexpectedi shat of breath with O O
up orspatsphysicaP exacise?
2. Haveyou been hospitalizel overnight in the pag yea? |:| Do you hawe asthm& |:| |:|
Haveyou eve had sugery? O Do you hawe seasoniallergiestha require medicd treatmen® O O
3. Have you ever had prior testing for the heart ordered by a 1 14. Do you use ary speciaprotective orcorrective equipmemor [
physician? devicestha arer't usudly used for your spat or position (for

Have you eve passd out during or after execise? !
Have you eve had ched pain during or after execise? 1

example knee brace, special neck roll, foot orthotics, retaine
on your teeth, hearing aid)?

Do you get tiredmore quickly than your friends doduring ] 15. Have you eve had asprain, strain, or swelling after injury? ] |
exacise? Have you broken or fractuedarny bones ordislocatel any O D
Have you eve had racing of your heat or skippel heatbeat® joints?

Have you had high blood pressue or high cholesteol? Have you had ary othe problenswith pain or swelling in O |:|

Have you eve been told you hawe a heat murmur?
Has any family membe or relative died of heat problens a of
sudde unexpectd deah before age 50?

musclestendonsbones or joints?
If yes, check appropriate box and explain below:

-0 O°0 004

O Odon

Has any family member been diagnosed with enlarged hea | [ Head [0 Elbow I Hip

(dilatedcardiomyopathy), hypertrophic cardiomyopathy, lon |:| Neck |:| Forearm |:| Thigh

QT syndrome or other ion channelpathy (Brugada syndrom |:| Back I Wrist |:| Knee

etc), Marfan'syndrome, or abnormal heart rhythm? [] Chest ! Hand [ shin/calf

Have you had a sevee viral infection (for example |:| |:| |:| Shoulder ! Finger I Ankle

myocaditis @ mononucleosiswithin the last montt? I Upper Arm [ Foot

Has a physician eve denied or resticted your participation in O 16. Do you wantto weig Kmoreor lessthanyoudo QR Z " O O

spatsfor ary heat problems 17. Do you feel stressedut? | ]
4. Haveyou eve had ahea injury or concussiofl o 18. Have you ever been diagnosed with or treatedifikle cell O |

Have you eve been knocked out, becone unconsciousor lost |:| ! trait or V L FdelOdisease?

your memory? Females 2Q O\

If yes, how many times? 19. When was your first menstrual period?

When was your last concussion? Whenwasyour mostrecentmenstruaperiod?

How sevee was ead one? (Explain below) How muchtime do you usuallyhavefrom the startof oneperiod to the startof

Haveyou eve had aseizue? another?

Do you hawe frequen or sevee headaches How manyperiodshaveyou hadin thelastyear?

Wha wasthelongesttime betweerperiodsin thelastyear?
0D ORMYO\

'R \RX KDYH WZR WHVWLFOHV"
'R \RX KDYH DQ\ WHVWLFXODU VZHOO /|

Have you eve had numbnes a tingling in your ams, hands
legs or feet?

000

Have you eve had a stinge, burner, or pinchel nerve?

5. Areyou missirg ary paired ogan®

Areyou under a doctorOs care?

7. Areyou currently taking any preseiption or non-presgiption
(overthe-counter) medication or pills a using aninhale?

8. Doyouhawary allergies (for example to pollen, medicing
food, or stnging insects)?

9. Have you ever been dizzy during or after exercise?

10.Do you hawe ary currert skin problens (for exampleitching,
rashesacne warts, fungus or blisters)?
11.Have you ever become ill from exercising in the heat?

12.Have you had any problems with your eyes or vision?

o

An individual answering in the affirmative to any question relating to a possible cardiovascular health

issue (question three above), as identified on the form, should be restricted from further participation
until theindividual is examined and cleared by physician, physician assistant, chiropractor, or nurs¢
practiti oner.

O OO4a -

*EXPLAIN OYESO ANSWERS IN THE BOX BELOW (attach another sheet if necespary):

!
O

It is undestod tha even thouch protective equipmen is worn by the athlete wheneve neededthe possibility of anacciden still remains Neithe the University Interscholast Leagie
nor the schod assumeary responsibiliy in cae anaccidemoccus.

oo oo--0 o-od

If, in the judgmer of arny representatie of the schoo| the abowe studen shoutl need immediak care ard treatmen as a esut of ary injury or sickness| do hereby requestauthaize, and
consen to such care and treatmeh asmay be given sad studen by arny physician athletc traine, nurse orschod representative | do hereby agee toindemnify and sawe hamless the
schod and any schod or hospitd representatie fromary claim by any persan onaccoun of sudh care and treatmenm of sad stucert.

If, betwee this date and the beginnirg of athletc competitionary iliness a injury shout occu tha may limit this students participation, | agree b notify the schod authaities o such
iliness a injury.

| hereby state that, to the beg of my knowledge my answersto the above quegionsare complete and correct. Failur eto provide truthful responsecould
subjed the student in quegion to penatiesdetermined by the UIL

StudentSignature: ParentGuardianSignature Date:

Any Yes answer to questions 1, 2, 3, 4, 5, or 6 requires further medical evaluation which may include a physical examinatiiiritten clearance from a physician, physician
assistant, chiropractor, or nurse practitioner is required before any participation in UIL practices, games or matched.HIS FORM MU ST BE ON FILE PRIOR TO
PARTICIPATION IN ANY PRACTICE, SCRIMMAG E OR CONTESTBEFORE, DURING OR AFTER SCHOOL .

For Schod Use Only:
This Medicd History Form was reviewed by: Printed Name Date Signatue




PREPARTICIPATION PHYSICAL EVALUAT ION -- PHYSICAL EXAM INATION

Student's Name Sex Age Date d Birth

Height Weight % Body fat (optional) Puse BP / ( / . / )
brachid blood pressuewhile sitting

Vision: R20/ L20 Corrected: [JY ! N Pudls: | Equa [ Unegual

As a minimum requirement this Physical Examination Form must be ompeted prior to junior high athletic participation and
again prior to first and thrd yeas of highschod athletic participation. It must be ompleted if there are yes ansers to specific
questons on thestudent's MEDICAL HISTORY FORM on therevers side * Local district palicy may require anannua physical
exam.

NORMA L ABNORMAL FI NDINGS INITI AL S*

MEDICAL

Appearance

Eyes/Ears/Nose/Throat

Lymph Nodes

HeartAusalltation of the teat in
the supine position.

HeartAusalltation of the teat in
the standing position.

HeartLower exremity pulses

Pulses

Lungs

Abdomen

Geritalia (males only)

Skin

MarfanOsstigmata (arachnodactyly,
pecuus exavatum, joint
hypemolhility, scoliosis)

MUSCULOSKELETA L

Neck

Back

Shoulder/Arm

Elbow/Forearm

Wrist/Hand

Hip/Thigh

Knee

Leg/Ankle

Foot

*staton-basel examimtion only
CLEARANCE
! Cleard

I Clearal after competing e\aluation/rehaklitation for:

! Not clearel for: Rea®n:

Recommendations:

The fdlowing information must befilled in and signed byeither aPhysician, a Physician Assisant licensed by a StatdBoard of
Physician Assisant Examiners a Redsteraed Nurse recognized as anAdvanced Practice Nurse by theBoard of Nurse Examiners,
or aDoctor of Chiropractic. Examination formssigned byany other he&éh care pratitioner, will not be accepted.

Name (pint/type) Date of Examination:

Address

Phone Nmber:

Signature:

Mug becompleted before astuden participates inany practice before during or after schoo| (both in-seasa and out-of-seasoh or ganegmatches



