Hancock County Middle/High School

New Student Enrollment Form

Enrollment Date . Grade

Legal Name

DOB SS#

Gender: Male Female Special Education/IEP: ___yes _ no

Ethnic Category (Please check one)

American indian White Hispanic/Latine

Black/AfricanAmerican Asian Other

Discipline [ssues

Last School Attended

City _ State Zip
Parent/Guardian : Relationship
Address

Home Phone Cell Phone

Proof of Custody: Married Divorced Copy of Custody

Birth Certificate Immunizations Social Security Card

Hancock County Resident yes no (proof of residence/mail)

Do you have a parent/guardian who is enlisted in the military {Army, Navy, Air Force, Marine
Corps, Coast Guard, Active Guard Reserve)?

__ Full-time Active Duty _____Part-time National Guard Part-time Reserves
Emergency Contacts;

Name Phone #

Name Phone #

Permission to Pick-Up:

4

Name

Name




Huncock County

A ) _ Y P . Board of Education
i Hancock County Schools
B " DenisHolt
Charlotte Mullins g
Director of Schools i}ﬁiﬁﬂ?

Immediate Enrollment and Records Transfer Students (Foster Students, Homeless
Students, English Language Learners, Migrants, and Immigrant Enrollment

Foster Students, homeless students, English learners, migrant, and immigrant students have the
right to "immediate enrollment” when enrolling into the Hancock County School District. Any
student placed in out of home care and into a home zoned for the Hancock County School
District or a student who is identified as homeless will be granted immediate enrollment.
Immediate enrollment means the student will be attending school as "soon as possible" -- within
one school day of the notification of the intent to enroll from the child welfare agency. The child
welfare agency will be responsible for getting the child to the school until collaboration can take
place to set up transportation for school attendance. The final transportation plan should be in
place within four working days.

The following information is needed to start the enrollment process for a child in foster care:
1) Legal documentation that the child has been placed in foster care.

2) The photo identification from the child welfare agency or other legal documentation of proof
that the person enrolling the student is authorized to do so.

Students who are identified as homeless, English language learners, mi grant or immigrant

students will be enrolled immediately and documentation will be obtained at a later date when
made available.

In addition to the above-mentioned items, the Hancock County School District will request
documentation of residency and other necessary documents of the foster parents within three
working days of the student's enrollment. If the foster student is transferring out of our school,
Hancock County School District will send the student's educational records within 3 working
days of the request. Designated staff will monitor the progress of our foster care students and
homeless students monthly and will report to the Point of Contact. As needed, the Point of
Contact will collaborate with the child welfare agency to determine strategies to support the
academic success of the student.

418 Harrison Street, Sneedville, TN 87869 Phone: (423)738-2591  Fax: (123)733-8757



Student Information

Name:

Address:

Home Phone: DOB:
Parent/Guardian Name: Parent/Guardian Name:
Work Place: Work Place:
Wark Phone: Work Phone:

Cel} Phone: Cell Phone:
Email; Email:
Student Lives with:
™ Emergency Contacts:

Name: Phone Number:

Name: Phone Number:

Permission to Pick-Up Student:

Name: Phone Number:

Name: ' Phone Number:

Name: Phone Number:

Name: Phone Number:

Allergles/Medical
Concerns:__

Choose the transportation that your child will use unless you send a note.

Bus Rider # ___ Student Driver Car Rider




HANCOCK COUNTY SCHOOLS

HOUSEHOLD INFORMATION SURVEY

)
2020-21 ScHoOL YEAR
Instructions: Only one form per household is needed. Please turn in to the school’s front office at Hancock Elementary
or Hancock Middle/High.
Parent(s)/Guardian(s):
Street Address:
City: State: Zip:
Home Phone: i Cell:
E:fjrsggij;::;grigﬁ fast name of ALL STUDENTS residing in Date of Birth 'Grade
1,
2
3
m 4,
5
6
7.
8.

Total Number in Household

(please include ALL ADULTS & CHILDREN residing in your household)

Please check the box below that represents your Annual Gross Income:

[ Less than $23,606

[ Between $23,607 and $31,894

[d Between $73,335 and $81,622

[ Between 531,895 and $40,182

[ Between 581,623 and $89,910

[] Between 540,183 and 548,470

[0 Between $89,911 and $98,198

[ Between $48,471 and $56,758

{1 Between $98,199 and $106,486

I Between $56,759 and 565,046

[ Between $106,487 and $114,774

1 Between $65,047 and §73,334 [ Over $114,775

Signature: An adult household member must sign this survey, | certify (promise) that all information on this survey is

m true and that all income is reported. | understand that the school will receive federal funding based on the

information provided.

Sign here:

Date:




24 CENTURY CLASSROOM LEARNEY ' CENTER
AFTER SCHOOL PROGR AN |

My child has my permission to participate in the -

sk CCLC After School Prégram sponsared by Clinch-Powe]] Educational -

Cooperative, Hancock County Board of Bducation, or any other agency

- representing the after school program. My child has my permission to
participate in any or all activities associated with any event including
recreation, music, art, dancing, drama, tutormg, etc, Realizing that the
directors and feachers will teke all normal dare but that accidents and

- injuries van nonetheless occur during paticipation, 't hereby wajve any
claim, action, cause of action or suit for damages or other remedies arising
from any injury or in juries sustained by my child during participation in
after suheol activities or travel to and from activities. I further release the
directors, teachers, and assistants from liability for Injuries and/or damages
sustamned by my child. T execute this waiver and relegse in consideration of
Clinch-Powell Educational Cooperative, Hancock County Board of
Education, and all afrer school staff allowing my child to participate,

In case of an emergency illness or injury, I also give my consent to the -
program directors to Seclre emergency medica] ajd as quickly as possible at
the nearest medica] facility. _

In case of an accident enroute to or from the event location or during the
event, I agree to accept responsibility for the payment of al] medical bills
mncurred, _ .

I also agree to accept any financial responsibilities for damages to any
vehicle, building, or furniture that has been caused by the above-mentioned
child.

I give my consent to the sponsors of the 21 CCLC Aftey School

. Program to use videos anc/or photogmphs to display in photo albums,
advertisements, social media and/oy for other puhlicity Dirnosss,

Hospitalization Insurance Carrier

Parent or guardian signatyre Date

Grade yom" child is in this schoo] year

: {@tr’:erj Side)

S Sem——




Meningococcal vacoine is not required by the slats lo atlend schoolin Tennessee, State law requires schools to inform all parents
ghout the rare and serous illness caused by meningococcal bacieria and the avallabllity of 9 vaccine thal can reduce the risk of it.

The vaceina Is recomimanded far sl pretesns and teeos, If you have questions, talk to yaur child's heallhcare provider,

VACCINE INFORMATION STATEMENT

What You Need to Know

Vaman%

tile wn Spaateh end nther § Seon i few ez,
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disease?

Meningococeal disease is a serious bacterial illness. It
is a leading cause of bacterial meningitis in children 2
through 18 years old in the United States, Meningitis is
an infection of the covering of the brain and the spinal
cord.

Meningocaccal disease also causes blood infections,

About 1,000 - 1,200 people get meningococeal disease
cach year in the U,S. Even when they are treated with
antibiotics, 10-15% of these people die. Of those who
live, another 11%-19% lose their arms or legs, have
problems with their nervous systems, become deaf or
mentally retarded, or suffer seizuces or strokes.

Anyoue can get meningococcal disease, But it is most
commuon in infants less than one year of age and people
16-21 years. Children with certain medical conditions,
such as Jack of a spleen, have an increased risk of
petting meningococeal disease, College freshmen living
in dorms ave also at increased risk.

Meningococeal infections can be treated with drugs such
as penicillin. Still, many people who get the disease die
from it, and many others are affected for life. This is why
preventing the disease through use of meningococcal
vaceing is important for people at highest rigk.

[ 2 | Meningococcal vaccine ]

There are two kinds of meningococcal vaceine in the
11.8.:

+ Meningococeal conjugate vaccine (MCV4) is the
preferred vaccine for people 55 years of age and
younger.

* Meningococeal polysaccharide vaceine (MPSV4) has
been available since the 1970s. It is the only meningo-
coceal vaccine licensed for people older than 55,

Both vaccines can prevenl 4 types of meningococeal
disease, including 2 of the 3 types most common in the
United States and a type that causes epidemics in Africa,
There are other types of meningococeal disease; the
vaceines do not protect sgainst these.

[ 1 What is meningococcal J

3 Who should get meningococcal
vaccine and when?

Routine Vaccination

Two doses of MCV4 arc recommended for adolescents
H through 18 years of age: the first dose at 11 or 12
years of age, with a booster dose at age 16,

Adolescents in this age group with HIV infection should
get three doses: 2 doses 2 months apart at || or |2 years,
plus a booster at age 16.

If the first dose (or series) is given between 13 and 15
years of age, the booster should be given between 16
and [8. Ifthe first dose (or sories) is given after the 16th
birthday, a booster is not needled,

Other People at Increased Risk
+ College freshmen living in dormitories,

+ Laboratory personnel who are routinely exposed to
meningococcal bacteria,

» U.S. mililary recruits.

» Anyone traveling to, or living in, a part of the world
where meningococcal disease is common, such as
parts of Africa.

* Anyone who has a damaged spleen, or whose spleen
has been removed.

* Anyone who has persistent complement component
deficiency (an immune system disorder).

» People who might have been exposed to meningitis
during an outbreal.

Children between 9 and 23 months of age, and anyone
else with certain medical conditions need 2 dases for
adequate protection. Ask your doctor about the number
and timing of doses, and the need for booster doses.

MCV4 is the preferred vaccine for people in these
groups who are 9 months through 55 years of age,
MPSV4 can be used for adults older than 55.
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Meningocacenl vaccine Is nal required by the slale lo attend schoel In Tonnessee. State lay requires schools to inform all parents
ubout the rare and serious iliness caused by meningacaccal bacterda and the avallability of a vaccine that can reduce the risk of i,
The vacclne Is recommanded for all preteans and leens, [f you have quostions, talk lo your chlld's heallhcare provider.

Some people should not get
4 | meningococcal vaceine or should
wait.

+ Anyone who [1as cver had a severe (life-threatening)
alfergic reaction to a previous dose of MCV4 or
MP8V4 vaccine should not get another dose of cither
vaceine,

+ Anyone who has a severe (life threatening) allergy to
any vaceine component should not get the vaceine, 7ol
your doctor if vou have any severe allergies,

« Anyone who is moderately or severely ilf at the time
the shot is scheduled should probably wait until they
recover. Ask your doctor. People with a mild iflness
can usually get the vaccine.

* Meningococeal vaceines may be given Lo pregnant
women. MCV4 is a fairly new vaccine and has not
been studied in pregnant women as much as MPSV4
has. It shouid be used only if clearly needed. The
raanufacturers of MCV4 maintain pregnancy registries
for women who are vaccinated while pregoant.

Except for children with sickle cell discase or without a
working spleen, meningococeal vaceines may be given
at the same time as other vaceines,

meningococcal vaccines?

A vaccine, like any medicine, could possibly cause
serjous problems, such as severe allergic reactions. The
risk of meningocoecal vaccine cauging serious harm, or
death, is extremely small.

Brief fuinting spells and related symptoms (such as jerkiog or
seizure-like mavements) ean follow a vaccination. They happen
most ofien with adolescents, and they can result in falls and
injuries.

Sitting or lying dawn for about 13 minwtes after getting the shot ~
espeeially ifyou feel fint - can help preveot these injucies.

Mild problems

As many as half the people who get meningococeal
vaceines have mild side effects, such as redness or pain
where the shot wag piven,

[{these problems occur, they usually last for | or 2 days.
They are more commion after MCV4 than after MPSV4,

A small percentage of people who receive the vaccine
dgevelop a mild fever.
Severe problems

Sevious allergic reactions, within a few minutes to a few
hours of the shot, are very rare,

[ g What are the risks from ]

6 What if there is a moderate or
severe reaction?

What should | look for?

Any unusual condition, such as a severe alfergic reaction
or a high fever. 1f'a severe allergic reaction occurred, it
would be within a few minutes to an hour afier the shot.
Sigus of a serious allergic reaction ean include difficulty
breathing, wenkness, hoarseness or wheezing, a fast
heart beat, hives, dizainess, paleness, or swelling of
the thront,

What should | do?
* Call a doctor, ot get the person to a doctor right away.

+ Tell your doctor what happened, the date and time it
happened, and when the vaceination was given.

+ Ask your provider to report the reaction by filing a
Vaccine Adverse Event Reporting System (VAERS)
form. Or you can file this report through the VAERS
website at www.vaers.hhs.gov, or by calling
1-800-822-7967.

VAERS does not provide medical advice,

7 The National Vaccine Injury
Compensation Program

The Mational Vaceine Injury Compensation Program
(VICP) was created in [986.

Persons who believe they may have been injured by a
vaceine can learn about the program and about filing a
claim by calling 1-800-338-2382 or visiting the VICP
website at wwiw.brsa.gev/vaceinecompensation.

( 8 | How can | learn more? ]

* Your doctor can give you the vaccine package insert or
sugeest other sources of information.

+ Call your local or state health department.

= Contact the Centers for Disease Control and
Prevention (CDC):
- Call 1-800-232-4636 (1-800-CDC-INFO) or
- Visit CDC’s website at www.cde.gov/vaceines

Vaccine Information Statement (Interim)

Meningococcal Vaccines

10/14/2011
42 U.S.C. § 300aa-26




i Hancock County School-Based Health Centers
B o P.O. Box 723, Sneedville, TN 37869
i AN JHeaﬁh Llementary Clinic Phone: (423)733-2121
- High/Middle School Clinic Phone: (423)733-2819

SECTIONI ~ -PATIENT INFORMATION

First Name Middle Name Last Name

Address | Zip code City, State

Homeless Status [ ] Yes []No

[ ] Not Homeless [ ]| Doublingup [ ]Shelter [ | Street [ ] Transitional | ] Other

Phone1 ( ' uHome nCell oWork eOther_____ '

Oktocall [ ]Yes [ |No Oktoleavemessage [ ] Yes [ | No Ok to send fext message [ ] Yes [ ] No

Phone2 ( ) oHome eCell oWork aOther______

Oktocall [ ]Yes [ |No Ok toleave message [ ] Yes [ ] No Ok to send text message [ | Yes | | No

Date of Birth: mm/ddlyyyy SSN: Email:

Marital Status Student Status

[ ]Single [ ] Married [ ] Widowed [ ] Divorced [ 1Full Time

| ] separated [ Jother/unknown : { JPartTime - [ ] Nota Student -

Gender Identity: Sexual Preference:

[ ] Male [ }¥Female [ ]Straight [ ]Lesbian or Gay | | Bisexual [

[ 1 Transgender M to X [ ] Transgender F to M ]Transgender

[ ]Other [ JPrefer not to answer [ ]Something else [ ]Don’t Xnow [ JPrefer not to answer

Pronoun preference: { ] Be [ ] She

Employment status: Employer:

[ ] Employed [ } Unemployed [ ] Self employed me Monthly income  $

[ }Ful! time [ ] Parttime _ Family size

[ ]Retired [ ] Student | ] Child [ ] Other [ ] Decline to provide
income

Agricultural Status [ ] Non Agricultural Veteran Status

[ 1 Migrant (4 person\dependent whose principle employment lius been in agriculture within the last 24 [ TYES

mounths and has had to establish a temporary home for the purpose of such emplopment) [ INO

[ ] Seasonal (4 person\dependent whose principle employment has been in agriculture on « seasonal basis

and has not had to estublish a temporary home Jor the purpose of such emplopment)

' [_] Employed year round [ ] Retired Farmworker

Race clieckall that appiy Ethnicity: Housing Stétus

[. ] Asian _ [ ] American Indian [ ]Hispanic or Latino [ ] Public Housing
[ ]Black\African-American [ ] Native-Havaiian [ INot Hispanic or Latino [ ] Not in public

[ ] White [ ]1Other housing
] Other Pacific Islander ¢ )
Emergency Contact Nambe: Emergency Contact

. Number
Address: ( )
Relationship to Patient

Language Spoken (mark.all that apply) Interpreter Status

[ 1English [ ] Spanish [ ] Other [ JYES. [ ]NO
Please list your pharmacy preference: Referral Source:

[ ] Relative\Friend\Patient [ JRadioc [ TV [ I'Yellow Pages
[ ] Church [ ) Website [ ] Health Fair [ ]
Physician/Hospital

-|-]-Other

H




CiiuiiHealth

SECTION IX Guarantor  Skip if different from Section I

RELATIONSHIP TO GUARANTOR [ ] Self (skip to next section [ ] Spouse [ ] Parent [ ] Other
First Name Middle Name Last Name
Address (if different from patient information nbove) Zip Code. - City. b State
Phonel ¢ ) oHome oCell aWork oOther o
Oktocall [ JYes [ |]No Okto leave message [ ] Yes [ | No Ok to send text message [ ] Yes [ ] No
Phone2 ( ) oHome oCell aWork oOther______
Oktocall [ JYes [ [ No Ok toleave message [ ]1¥es [ ] No_ Ok to send text message [ 1¥es [ ] No
Email: Gender

. : [ [Male [ ] Female
Date of Birth: ' SSN ' : Employment status:

[ ] Employed { ] Full time [ ] Part time
[ ] Self employed [ } Retired
[ ] Unemployed

Employer Name and Address ' Employer Phone
L. )
» ... SECTION III INSURANCE INFORMATION Please present all insurance information
PRIMARY INSURANCE PATIENT’S RELATIONSHIP TO.
[ ] NoInsurance [ ]Medicaid\TennCare [ ] Medicare GUARANTOR
[ ] Other (Employer\Private\Commercial) [ 1Self [ ]Spouse [ ]Child
[ 1 Other
Plan Name Policy Number Group Number
Insured Name Insured Date of Birth Insured SSN
Insured Address Insured Gender Insured Rhone ( )
[ 1 Male
[ ] Female oHome wCell aWork oOther___
Emp]oye!' Name and Addl‘ess - Employer Ph(]ne ( )
Effective Date (if known) _ Co-Pay
: $
DENTAL OR SECONDARY INSURANCE \
[ ] Other Medical [ ] Dental Patient’s relationship to, the Insured
[ JMedicaid\TennCare . [ ] Medicare . ; [ 1Self [ ]Spouse [ ] Child [ ] Other
[ 1 Other (Employer\Private\Commercial)
Plan Name Policy Number Group Number
Insured Name Insured SSN Insured Date of Birth
Effective Date (if known) ) Co-Pay )
$
Employer Name ' Employer Address Employer Phone
( )




 F 1% Health

Community Health Centers

PATIENT FINANCIAL & INSURANCE AGREEMENT
PLEASE READ THOROUGHLY AND SIGN BELOW =~ - :

In consideration of receiving services from the ETSU College of Nursirig, Office of Practice and Comm unity Health Centers, '

you agree: . L , . -
1. All serviees are provided to you with the understanding that you are responsible for the charges regardless of your insurance

coverage, If you would like to know the charge of a service, please inquire prior to treatment. Please be aware that not all services are
a covered benefit with different insurance companies, You are responsible for knowing what services are or are not covered. KNOW

YOUR BENEFITS.

2. Atcheck-in, we will collect your co-pay, deductible, and payment for uncovered services as well as the patient’s portion as
determined by insurance or sliding fee scale. We accept cash, check, and credit card of Master Card, Visa, and Discover,

3. Your insurance policy is a contract between you, your employer, and the insurance company. We are NOT a party to that contract.
It is the patient’s responsibility to inform our office immediately of insurance coverage or insurance company changes.

4. You are responsible for knowing if a referral is required. Make sure you know what providers are in your plan, what facilities are
covered and what ancillary services you must use. (Such as Jaboratory, hospitals, etc.) If we can be of assistance, please let us know.

5. We will bill your insurance company as a courtesy, but you are still ultimately responsible for payment of all services you receive,
If your insurance company does not respond within 30 days we will follow up with an inquiry on your behalf, If, however, your
insurance does not respond within 60 days of claim submission, a statement will be sent to you. You should call your insurance
company o question why the claim is not paid. Our office wijll assist you only after you have contacted your insurance company.

6. If your medical claim has not been paid and your insurance company has not resolved your dispute, you may register a complaint
with the Tennessee Department of Commerce and Insurance, Qur office.will do everything we can to assist you; however, you must
understand you cannot delay payment while you are awaiting the outcome of your complaint,

7. Any unpaid charges over 90 days old will be sent to an outside collection agency with an additional agency fee. You are
responsible for any collection fees, legal fees, or court costs incurred in the collection process. This agency will report your
failure to pay to the THREE (3) national credit reporting agencies.

8. Returned checks are subject to a $40.00 retun check fee.

We do understand that temporary financial problems may affect timely payment. We encourage you to communicate any such
problems so that we can assist you in the management of your account, :

I-authorize the East Tennessee State University (ETSU) College of Nursing (CON) Office of Practice and Community Heaith Centers
to examine, evaluate, and treat me, and/or my child, or ward. I authorize the ETSU CON to release any\all clinical information necessary
in order to submit my insurance claims to my insurance companies, I also request that my insurarice companies pay benefits directly to
the ETSU CON for services rendered, | understand that the CHC will refund any overpayments on my account, in a timely manner.

Your signature below forms a binding agreement between the ETSU CON (the provider of service) and the Patient who js receiving
services or the Responsible Party for minor patients (those patients under 18 years old). Responsible Party is the individual who is
financially responsible for payment of any charges

Patient Printed Name Patient/Guardian Signature Date

ETSU CON Staff Signature Date




 LTSUHealth

Community Health Centeys

HIPAA AUTHORIZATION

I authorize East Tennessee State University (ETSU) Coliege of Nursing (CON) Office of Practice and Community Health Centers to
discuss and \or release my medical information including labs and test results, diagnosis, and treatment discussed to the following

persons: -

Name Relationship to patient Phone Number
Name Relationship to patient Phone Number
Name Eelationship to patient Phone Number

ACKNOWLEDGEMENT OF PATIENT RIGHTS AND R.ESPONSIB_ILITIES
NOTICE OF PRIVACY PRACTY CES

T acknowledge that the East Tennessee State Univers ity (ETSU) Col lege of Nursing (CON) Office of Practice and
Community Health Centers has provided me with a written copy of Patient Rights and Responsibilities. This information
clearly defines my rights and responsibilities as a patient receiving services by a ETSU CON associated provider,

AUTHORIZATION AND RELEASE

I understand that the ETSU CON serves as a training center for students majoring in, but not limited to, Nursing, Audiology, Dental
Hygiene, Nutrition, Radiology, and Speech-Language Pathology at ETSU. For this reason, I authorize the use of student observation,
video recording, audio recording, pictures, client data, and discussion for professional research or educational purposes. 1 understand
that no names or identifying information will be used in any of these procedures.

I understand that the evaluation and freatment procedures used by the Speech Langunage Pathologists\Audiologists are non-medical in
nature. These procedures meet professional and ethical standards of the American Speech-Language-—Hearing Association, and they
offer no physical or psychological risk. Although the treatment procedures are expected to be beneficial, I understand that no guarantee
of success can be expressed or implied,

By signing below, | agree to the above-mentioned statements.

Patient Printed Name ' Patient/Guardian Signature Date

ETSU CON Staff Signature : Date




© cifUHealth g ioive FEE DIscOUNT APPLICATION

It is the policy of ETSU Community Health Centers to provide essential services regardless of the patient’s
ability to pay. Discounts are offered based on family size and annual income. Please complete the following
information and return it to the front desk to determine if you or members of your family are eligible for a

discount,

Ijiscourjts apply to services within the health center’s federally approved scope of project only, and will not be

'appiied to services purchased from outside, including reference laboratory testing, drugs, hearing aids, and other

such services.* Discounts apply only to current, not future services.
*Additional charges may apply for these setvices,

If you do not wish to apply for the Sliding Fee Scale, please check the box below, sign and date. If you do wish
to apply, then skip to the next section and si gn at the end of the document.
() I do not wish to apply for the Sliding Fee Scale discount program at this time, and I understand I may apply

at any time.

Signature: Date:
*Name of Head of Household DOB Phone Number
Street City State Zip code
Total Family Size Please list ALL dependents
Name Date of Birth Name Date of Birth
Dependent Dependent
Dependent Dependent
Dependent Dependent

Annual/Monthly Household Income: You may report your income in an Annual or Monthly amount.
Please circle which option Yyou are reporting below.

Source of Income (Annual or Monthly) Self Spouse Other

Total
Amount

Gross wages, salaries, tips, etc. | ’ .
Income from business, self-employment, and -
dependents ;
Unemployment com pensation, workers'
compensation, Socfal Security, Supplemental
Security Income, public assistance, veterans' —
payments, survivor benefits, pension or retirement -
income, 1040 tax form

Interest, dividends, rents, royalties, income from
estates, trusts, educational assistance, alimony, chiid
support, assistance from outside the household, and

---------- -other-miscellaneous-sourees———

L R L] . T - .




: fpmge ] ’
| ~fsJHealth oG FEE DISCOUNT APPLICATION

| *Gross income is before taxes and deductions' | I [ |

NOTE: Copies of tax returns, pay stubs, or other information verifying income may be required
before a discount is approved.

I certify that the family size and income information shown above is correct.

I understand this information must be provided within 3 business days of the date of visit to
qualify for the discounted fee. If this information is not received, then I understand I will be
responsible for the full fee for the visit.

Name (Print): _ ' Signature:

Date:

------------

. ' Chécklist - (M T Awaiting Proofof Income | (V) -
Vérified Monthly Income: -l " LProof of income Requested: S B
Total Amount; | . ) 4 Date: -

i . .. | Income Requirement Discussed with
Numbér in Household: Patient:
Total: _ ' Date:
Proof of Income Received: | Notes:

Type:

Sliding Fee Discussed with Patient; - -
Sliding Scale Category:

Recertification Date: - | Staff Signature: Date:




- &' . Health
PEDIATRIC HEALTH HISTORY FORM

| Chitd's Name | Date |

ok S e ‘ ] DO Age
] Allergies/Reactions: | )
Sexual Preference: aStralight olesbian or Gay oBlsexyal oTransgender oSomething else aDont Know oPrefer not to answer
Gender Identity: o M oF u‘l‘ransgender M to F oTransgender F to M oOther oPrefernottoanswer
| PRESENT HEALTH CONGERNS -. - ..} MEDICATIONS /VITAMINS < o] HERGS/HOME REMEDTES

, ) e L
p PREGNANGY ANDBIRTH - - "~ R . i
1. [ 15 this chitd your by: DEE Adoption D Stepchild D Other:

2. | Please Indicate any medical problems during pregnancy: D None D Specify:

3. | Deliveredby: b Vaginal Birth D Caesarean If caesarean, why:

4. | Birth Weight: Bitth Length:

5. Please indicate any medical problems during the baby’s newborn period: D None If premature, how early?
: Other prcbiems }
i NUTRITION AND FEEDING ST i i T
| 1. | Wasyourchild breastfod? D Neo D Yes Ifso, howiong'-'

2. | Has your child had any unusual feeding/dietary problems? D No D Yes Ifyes, specify:

3. | Milk intake now: Type D Cow milk (Dnon-fat D1%fat D2%fat D wholemilk) D Soy milk D Rice mitk

; Average ounces per day (Note: 8 ounces are Jn 1 cup)

| SLEEP .o S S - :
[ Héurg per nlght e ‘Naps (number and. Iengﬂ'n) I i i
[ Any sleep problems: D No D Yes, explain:

| DEVELOPMENT . S S . PN k
f At what age did yourchi'lu A §lt afan:u - Walk alone: Say words: T Toilet train (day&mé} T
!*Giils only. Age at first ‘menstmal penod o » B . 4
{ DENTAIL HI§T ORY e : " ' - T . . )

Has child been seen by a dentfst? D No D Yes IF so, how often; Date of last visit:

R e e S

A

L e L T r—,

IMMUNIZAHONSJINFECTIOUS DISE&SES Please bnng 'your child s Jmmumzaﬁon records to yourappaml’ment .

. .
—

[ Has your chitd had ch:ckenpox D No D Yes

; EXPOSURESMABITé: ' ; Anycencernsaboutlead exposure (okd home/plumbing/peeting paink)? DNo D Yes

] Do any éusehold members smoka? B NG DYes ‘

l TV hours per day; s e COTOIPULEY MOURS sperday: oo e Video  games hours per ¢ day? T—

R T PP

PAST MEDICAL HISTORY. Piease de.scrrbe any majar medical probfen‘;s and theirdatrss

N T R,

]

. I

O - M

e e ST LR T S

ADDITIONAL HIST ORY DISCLISSED' HOSPIT ALIZATIONS;‘ OPERATIONS! BROKEN BGNES;’SEVERE SPR.AINS (WIT H DATES)

Pordinbrie tlanlba taae . -



LT

[ FAMILY HISTORY Ploase check off any family history of the following (indicate who has had the condition)

ARAR AR p AL R RN IS AR RS S e rmaarn e o

A b g pe T ¢ e b e

D Inherited/Genetic Diseases

D Alcoholism/Drug Abuse D Heart Disease or Stroke before age 60

D High Blood Pressure D ThyraldDisease DPsychiatricDisorders

D Asthma/Hayfaver/Eczema D Bleeding/Clotting Problems D Selzures

D KidneyDisease D Blirth Defects .
SOCIAL HISTORY Birthplace; Current {or upcoming) grade:

Who lives at home: :

Name: Age: Relationghip: Highest Education Level:
Name: Age: Relationship; Highest Education Level:
Name: Age: Relatianship: Highest Education Level:
Name: Age: Relationship: Highést Education Level;
Name: Age: Relationship: Highast Education Level:

Are thechild's parents: DMarrded D Unmartled DSeparated DDivorced If divorced, when?

Parent’s Occupation: Mother:

Father:

Child care situation D Parents

D Other (specify who and hours per day):

Concernsaboutyourchifd:

D Alcoholuse D Tobaceo

D Sexualactivity D Aggressivebehavior

Is violence at home a concern: D No

D Yes

[ Aretheregunsinthehome? DNo D Yes

SCHOOL HISTORY { Did/does your child attend preschool? D No

D Yes

Current Gracls:

Name of school:

, Any concerns about school performance?

Any concernsaboutrelationshipswith: Teachers D No
Students D No . D Yes, explain:

D Yes, explain:

If over 4 years old, does your child have a best friend? D No

D Yes

Sports/exercise: Type:

How often?

How long (minutes):

REVIEW OF ORGAN SYSTEMS: IF CHILD HAS MORE THA

N ONE SYMPTOM IN A LINE, CIRCLE THE RELEVANT ONE(S). .

D Mouth breathing/snoring

D Pain with urination

Constitutional/Endoarine Gastrointestinal
PP Allergy
. R Nausea/vomiting/diarrhea
g 1f'-;&\rers;'C_f'lllrs/exceesz.c: sweating D Constipation '
nexplained welght loss/gain D Bloodin bowe! nisvariiant D Hayfever/itchy eyes
Eyes Cardiovascular Skin
D Squinting/“crossed” eyes/asymmetric ggrlﬁsﬁs::g:;vg:‘l;:g]erﬂcn D Rashes
gaze D Fainting O Unusualmoles
Ears{Nose/Throat Genltourinary Psychiatric
D Unusually faud voice/hard of hearing D Bedwetting D Speechproblems

D Anxlely/Stress
D Prablems with sleep/nightmares

Pediatrlc Health. History-Form

D Bad breath D Disch H i :
A rae% uentE'u —_— Discharge: penis orvagina D Depression
D Problems with teethfgums D Nall biting/thumbsucidng .
D Bad temper/breath holding/jealousy
Respiratory Neurological
i Blood/Lymph
DCough/wheeze D Headaches
: D Weakness D Unexplained lumps
. D Clumsiness D Easy bruising/bleeding _ _
Muscular
D Muscle/join pain




Hancock County Public Schools

Ms. Charlotte Mullins, Director of Schools
P.O. Box 629 — Sneedville, Tennessee 37869
Phqne 1-423-733-2591 Fax 1-423-733-8757

HOME LANGUAGE SURVEY

Dear Parent(s):
In order to provide the best possible educational services for your child, please complete the

Home Language Survey listed below. Survey should be returned to your child’s
classroom/homeroom and filed in permanent records.
Thank you,

Student Name:

School:

Grade:

Teacher

1. What is the first language your child learned to speak?

2. What language does your child speak most often outside of school?

3. What language do people usually speak in your child’s home?

Parent’s Signature

“Committed to £xcellence”




ESPANOL (SPANISH)
1. éSe habla otro idioma que no sea el inglés en-su casa? - No _____Sf

' 2. ¢{Habla el estudiante.un idioma que no sea el inglés? No . Si

3. ¢Cual fué el primer idioma que aprendid su hijo/a?

" Parefit oF Guardisn © -
Signature: ___Date:




Tennessee Migrant Education Program - Occupationaj Suwey

Your chnld may qualifv to receive FREE educational services. Piease answer the following questrons to help us determine
. their eligibility. Once compfeted;, return this form to the school , = ;
Stident Name. ( Last Name, First Name) , Grade, ' Date: ' j

Parent/Guardian Name: '_ _ ‘. . {School:

1. Hasyour fami{y maoved within the last 3 years to another city, county, or state, in order to work in the agricultural and fishing
industries? Yesf] NolJ . Bome Yo ,

Ifyes, please indicate which family member: DMother EIFather . EIChiidren -EIOther .

2. Doyouor someoné in your immediate family currently.work in any of the occupations lasteohelow? Yes L‘l Nolj

Ifyes, pleasa fndicatewhich nccupation and'which famlly member' ‘OMother, ) DFather . DChi[qlren. - [ Other, -

E]Mea:and Fond Prncessfngfpacking o Agrlcu!ture/ﬁeid Wark I o Dairgftét‘iléfﬂa'ising
y . Examples' Plant, plck-and so;tcrops ﬁ-_':., M ‘

Examplps Frult.

such as tomatoes, tpbamg, mtton, E-*z[t;mples: F:ooxng,
vesﬁtablesf chicken, + strawberries, ate: Soll preparaﬂon, 2/, - . milking, rotcun mg up-,_‘ 3
i pﬂfk beafp e,tc . Il"ﬂgatfﬂn,‘ﬁ.ln‘ugat[un,q{c_ HE . & . T
——»—JA-%UNurservfGreenhouse — -l Forost:g — (o Ffshingﬁﬁish.ﬂfocamng_'_@ -

_ Exariiples: Plaritiig,”
T -potting, pn.r‘ri!ﬁ'g,
watering, RO

Examples Soll preparatlon,_ Exainples: catch,

. :
plgnting, growing, qutt.lng trees, ete, K sork, pac

... tansportfish, &tc, . .| .

fhpl.

3. Ifyour current job is not i agr:cu!ture or fishing, did You or someone In your immed iate family work in any of the occupations listed.| -
above in the last three years? * - Yes [J No[:l : S viow

if yes, where? Citys.. . .. . State:

Hyou answered “YES” to any of the questions above, please answer the following quéstions.

How long -have-yo'u, been in this coonty in Tennes&eé? e woeks Manths Years
Horme Address - City Si'ate Zip Code
Telephone number, please include area code, ( )

Far schéol use only: Please send all surveys with at least one *YES® response fo your district migrant lialson. Ali qualifying surveys should
be uploaded to the TNMigrant site, Pleass nolify the MEP that new surveys have been uploaded. Questions? Call (931)212-9539 .

SCHOOL DISTRICT: = STUDENTID: ° B | ____ENROLLMENT DATE: .

-

This project is funded under a Grant Contract with the State of Tennessee ) ) January 2017




.ra}%e;lbl‘rsaﬂlqms educativos GRATU!’I’GS;-F&;)@;\’Q\% o iE’di’eﬁtes?preguﬁfa B
v parﬁ dgi‘e’rmiﬁar‘ si¢alifica y regrese esta encuesta: *Ia« sciiela : g

™

-éu'famii‘la se'ha: muda‘do Q- otra c!udad condado o estado,

‘EE’-‘f 'ﬁ’w\“"‘

i by
M}U: _\

. plchr, cosecha(, emf e‘a';lv
sortear; preparacin de!a‘harra,
Irrigacldn fumlgacién, etc:

I:I ‘I'rabajn Fnrestal

Sembrar, plantar, cultivar:”
cosechar drboles, ete.

" Si su ,actual mbajo no es enla agricultura ola. pesca, ¢Ha trabajado- usted a!gun miemhr:
- .-actividades, ﬂurante Ios l.‘ritlmos tres aﬁos? si O Noll.

e} s W

/ e YE -'ms;mpsate-ya.tIa-sLiﬁ" et
Bﬂsas’ﬁ ObﬁfYtHaMEP thatinew aurveys.hava beemuplaadsdwubéﬁ

-STUEENTID" i

fhfs -'ﬁll;“t?}ﬁﬁ'_|-’ff‘--'_“ .




