School & Sport Physicals offered by the
Whiteside County Health Department

(INinois Requires: Kindergarten, 6th grade, 9th grade Freshman and all Sports)

Eastland High School
June 24, 2026
8:30 - 3:30

Cost for Sports Physical $35. Cost for School Physical $50. (Cash, credit card, insurance,
Medicare, & Medicaid). Please have all forms completely filled out indicating which physical
you are requesting and consent form signed by a legal guardian prior to arrival. Children under
14 years of age must be accompanied by a parent or legal guardian, or with parent/guardian
signed consent the child may be accompanied by an adult 18 or older. Children 14-17 do not
need to be accompanied by an adult, but must have parent/guardian signed consent form. NO
EXCEPTIONS. Immunizations will not be given at the event. If your child is due for
immunizations, dental, or vision you can call to schedule that appointment at the Health
Department. Please call the Whiteside County Health Department at 815-626-2230 EXT:
1241 or 1215 (no walk-ins). We hope to see you there!



AR,

{ Btaty of (Hinols Certificate of Child Health Examination

Studant's Name Bltth Data | Sex | Race/Ethnlolty Sohaol/Grade Lavel/IDH
{Mo/Day/\r)
Last Hirgt Midella
Strast Addrass City %P Code Paront/@uatdlan Tatephone (hotma/work)
HEALTH HISTORY: MUST BE COMPLETED ANIY SIGNED BY PARENT/GUARDIAN AND VERIFIED BY MEALTH CARE PROVIDER

ALLERGIES ves | Llst: MEDICATION Llgt

(Faad, drig, theaat; other) L {Prasaribad or tnln on 4 L1 ¥es

[Z1to togularbuals) [T Na

Diagnesls of Asthma? [ Yes 1Mo Loas of funation of ane of palrad [Tl Yas [7]No

GhVld wiakas during night coughing? [ ves [ No :'r 5“'}:’?‘:6‘:‘;/ a:'/ kldney/tosticls) y
Blith Dafacts? » 7] Yes [7INo w‘??é’n'? vc?ms?or? ' I-Jtes LN

Davalopimental delay? []ves I No| - 'Surgerywusb all) [ ves hnNo

Whan? What for?
Blood disarder? Hemophilia, Slckle Cell, Othes? Bxplaln, |7 Yes |27 No
v ] Ves [ o Sarlous Injury o lness? [Z]Yes [ZINo
3 L

FHand tury/Coneussion/Pussad out? 7 Yes [T No ?; ZT'" st pos:tlwa {pustf m:wm)? X 168* o mﬁ’fﬁ Sfap ‘*g:gﬂ'gg:'
S e o i Cves T o il senge {phy or?rasent) ‘ [ Yes [INo p
Heart problam/Sharthass of breath? [ ves [Z] No AT a:clo:se (type, fraquene? [Yes Lo
Haart murmur/High blood pressura? [ Yes [ No . - wllotfl e us:v? T [:]‘;as Lo
Dlzziness or chagt pain With axarclse? 3 vas N0 : ag?ug? (?gté’f.‘s’@%)”” on st hefore [ Var [Z] o
Bya/Vislon problems? [ Glnssas ] Contacts Last exam by aya doctor 7] pantal [7] Braces [] Bridge [7] plata [} Othar
Other whcams? (Crossed eye, draoping lids, squlnting, diffloulty randing) | Additlonal Infarimation: '
it Hearing problamms? [:1 Voo [ No = mmzt/lg:‘ m}l‘ :; shared with approjlata parsennel foi haalth and aduoatlonal purposas,
Bona/Jalnt problam/Injury/seollosls? "] Yas 7] No $lgnatuas: — o Dat

IMMUNIZATIONS| To be completad by haalth cara provider, The mo/day/yr for avery dose administerad Is requirad. f a specific vaceina Is madically |
contralndicatad, a sepurate wrlitan statemant must ba attached by the health care provider rasponsible for complating the haalth examination
axplalnlng tha madleal reason for the contraindicatlon,

REQUIRED DOYE 4 POsSK2 DOSES DOSH 4 DOSE Y DOSKH 6
Vacdlne/Dose MO DA YR MO DA YR MO DA YR MO DA YR MO DA ¥R MO DA YR
DTP ot PTal

m‘apﬂd orPedla)tr!cDT LdTdop LA [A0T T veap TI7Td [ADT \LIvdep 170 TTDT |Elvdap TI7d LI0T |L Tdop LITd L OT | T 178 107
Chack spelfis type,

LIV T opv L1y [Topv CTipy TTopy ETPV TTow eV Tiory LIV TTopy

Pollo (chack spaalfla type)

Hib Hagmophlles Influenza
Typa B

PFnaumadocost Confugatn
Hepatltla B

IVIVIR Masslas, Mumps » i
Rubella Commants

Varlealta {Chlckanpox)
Manlingocacsal Conjugats
RECOMMENDED, BUT NOT REQUIRED Vactlne/Dosa
Hapatltls A
HPY
Influanza

Other Speclf}( Immunlzatlon
Adminlstarad/Dates

Health oars provider (MD, DO, APN, PA, sshonl health professlonal, health officlal) verifylng above Immunlzation hlatory must slgn below,
If adding dates to the shove lmmunlzatlon history sectlon, put your Inltials by datels) and slgn here,

Signature o Tlla Datg

sdsrmrrpisommperry —arrereerrers)
ekl T —r— ra—t
e

printad by Authority of the State of ([iinols (COMPLETE BOTH SIDES) 12/28 10C1 24947 JEIED




Student’s Name Birth Date | Sex School Grade Level/iD#
{Mo/Day/'r)

Last First Middle

Certificates of Religious Exemption to Immunizations or Physlclan Medical Statement of Medical Contralndication
are reviewed and Maintained by the School Authority.

ALTERNATIVE PROOF QF IMMUNITY
1. Clinleal dlagnosis {measles, mumps, hepatitis B) Is allowead when verified by physician and supported with fab confirmation, Attach copy of lab result.
*MEASLES (Rubeola) (MO/DA/YR) **MUMPS (MO/DA/YR) HERATITIS B (MO/DA/YR) VARICELLA (MO/DA/YR}

2. History of varlcella (chickenpox) disease.Is accaptable if verlfied by health care provider, school health professional or health officlal, Person signing below
veriffes that the parent/guardian’s description of varlcella disease history Is Indicative of past infectlon and Is accepting such history as documentation of disease,

Date of Disease Signature Tltle

3. Laboratory Evidence of Immunlty {check ong) [ Measlas* 1 Mumps** 1 Rubella [T Varicella Attach copy of lab result,

*All measles cases dlagnosed on or after July 1, 2002, must be confirmed by laboratory evidence,
**All mumps cases diaghosed on or after July 1, 2013, must be confirmed by laboratory evidence.

Physiclan Statements of [mmunity MUST be submitted to IDPH for review.

Completion of Alternatives 1 or 3 MUST be accompanied by Labs & Physician Signature:

PHYSICAL EXAMINATION REQUIREMENTS Entlre section below to be completed by MD/DO/APN/PA
HEAD CIRCUMFERENCE if < 2-3 years old HEIGHT WEIGHT BMI - BMI PERCENTILE — B/p
DIABETES SCREENING: {NOT REQUIRED FOR DAY CARE) BMI>85% age/sex [} Yes [[] No  And any twa of the followlng: Family Histary [ Yes 1 No

Ethalc Minority [7] Yes [] No Signs of Insulin Reslstance (hypertension, dyslipidenis, polyeystlc avarian syndronte, acanthasis nlgricans) 7] Yes [T} No At Risk 7] Yes ] Ne

LEAD RISK QUESTIONNAIRE: Required for children aged 6 months through & years enrolled In licensed or public-school operated day care, preschoal, nursery school and/or kindergarten.
(Blood test raguired if resides In Chicago or filgh-risk zip code.)

Questlonnaire Administered? [ Yes [ No Blood Test Indicated? [[ Yes ] No Blood Test Date Result

TB SKIN OR BLOOD TEST: Recommenided only for children in high-risk groups Including chlidren immunosuppressed due to HIV infection orother conditions, frequent travel to or born in high

prevalence countries or those exposed ta adults In high-risk categorles, See CDC guldelines. http://www.cde.gov/th/publications/factsheets/testing/ TR tasting.htm,

[7] Notestneeded [} Test performed  SkinTest: Date Read Result: [ Posltive [] Negative mm

Blood Test: Date Reported Result: [] Posltive [[] Negative  Value

LAB TESTS (Recommanded) Date Results SCREENINGS Date Results
Hemoglobin or Hematocerit Developmental Sereening [} Completed O w/A
Urlnalysls Soclal and Emotlonal Screening [ Completed [ w/A
Sickle Cell (when Indicated ’ Other:
SYSTEM REVIEW Normal | Comments/Follow-up/Needs Normal | Comments/Follow-up/Needs
Skin [ ‘ Endacine |
Ears O Screaning Result: Gastrolntestinal |
Eyes l:] Screining Result: Gehi.to~Urlna‘ry E] . FLMP:
Nose C Neurological i
Throat | Musculaskelatal 1
Mouth/Dental M Spinal Exam M
Cardlovascular/HTN| [ Nutritional Status | [[]
Resplratory J [C] Diagnosis of Asthma| Mental Health [l
Currently Prescribed Asthma Medicatlion: Other
[] auick-reltef medication (&g, Shart Acting Beta Agonist) ]
[___] Controller medication {e.g., Inhaled corticosterold)
NEEDS/MODIFICATIONS required In the school setting DIETARY Needs/Restrlctions

SPECIALINSTRUCTIONS/DEVICES {e.g., safety glasses, glass eye, chast protector for arrhythmia, pacemaker, prosthetic device, dental bridge, false teath, athletlc support/cup)

VIENTAL HEALTH/QTHER  Is thare anything else the schoo! should know about this student?

f you would like to discuss this studenl’s health with schaal ar schoal health personnal, check title: [_] Nurse [:] Teacher {:] Counselor [:I Principal

EMERGENCY ACTION needed while at schoo! due to child's health condition {e.g., sefzuras, asthma, insect sting, food, peanut allergy, bleeding prablem, dlabetes, heart problem)?
[71 Yes [[] No  Ifyes, please describe:

On the hasls of the examination on'this day, | approve this child's participation In {1 No or Madiflad please attach explanation.)
PHYSICALEDUCATION [7] Yes [T] No [ Modifled INTERSCHOLASTICSPORTS [ Yes [T No [ Modified
Print Name [l vo 100 [ APN [J PA  Signature Date

Address Phone




Maln Offlear 4800 W, anl gy,

Wmm r:ﬂ“‘]],'i:l :§ ﬂ,'ﬂ;) 1: Roak Falls, IL gl074,

Phonal 81862642050

{@») ; [ ¢ YU N Faxi BLB-82892481
Gl mEALTH

| Environmantal Offlcel 18844 Lincoln ke, |
DEPARTMENT Morrison, Il 61,970
Phana! 81877247411
Fax| 81877247938

Gonsertt to Traat a Minor (14 years of Age and Undet)
Without a Pavent or Guardian Present

Dalat

fatlant Name! '

Patlant Date of Blrth:

Naime of Parant/Legal Guardlan:

Talaphona Numbar of Parent/Lagal Guardlan;

congent for
{Parant/duardlan) {Studant)

to obtaln & schoal/sparts

physleal Inthe prasence of

{Mugk be 18 yagrs or Older)

Slgnature (Adult Listead Abova) Data

Slgnature {Parant/@uardian) Date



fratlant Informuy
| Patlant famatiar LMAMMH fatlant nformakion 4/4,/29
PATIENT'S PREFERREL NAME: , lugal Namesi,

Deta of Birth mmt hatna would you ke to ba oalled T
brmnoun: Mo "She  They  Othan. Waltihg Room | Prefarrad Loge|
Patlont's S9N, . {photo i required) Phona Exarn Room | Praforrad Lagal
imall " PhoneCalls | Prefarrad | Laggl
Acldlrass, Apty Cliyy___ Sttel o

Gandar Asalghad ot Bleth (clrala one)t Male/Pamala

Getdar ldontity (alrele ona)t Male /Fatnale /Transgandar MTH /Transgendar BT/ Dealihe/Other

bty e b say

Sacunl Ortentatlon (aleale one) Lashlan/@ay/ Stealght/Bhaaxual / Don't Knaw/ Dasling/Oihan

J T S —

Rthildty (dlrale ane)t Mextoan, Mexican Amatloan, or Ghicano  Puarto Rlan  Cuban
Anather Hlapanle, Latino/a, or Spanlah Orlgln - Not Mispanla, Latino/a, or Spanish Orlaln .

RaoatAslan Indlan ~ Chinage  Milplne  Japaness  Korean  Vietnamesa  Native Mawallan Qthar Paalflo Islandear
@uamanlan or Chamorro - Samoan  Blagk/Afrlean Amarloan  Amerlcan Indlan/Alasks Native  White Mora than orie Race’

Ara you 8 migraht or seasehal farm worker? Y/N
Ara you homaless (s.g, staying with othars, In o hotal, In n shelter, living outside, or In 4 car (Y/N)

Reyyou equlre an Interpratar? Y/N Arayou a U8, Vataran® Y/N

Bimargenay Congmot Informsilon

Narmar .. Relationshlpy Phone th

Sinaardlan/duarantor ihformatton (To ba somplatad by parson rasponsthle for thls ageouni)

Pargon's nama regponsible for this ascount(it othar than patlant listad abova)y
Ralatlonshlp to patlent (olrala one)l Parent Partner Other

Adldlrags : Gltys Stihen, . Zlp

Date of blrth of parson rasponsibla for this accounts

RINANCIAL AGREEMENT: | haraby esslgn Whitaslde County Communtty Haalth Gllnlo (WEGHE) alt my rights, ttle snd Intarast

rel mibursament undar any Madloara, Medloald, or othar Insranca pollafas for whivh banafits may be avallabla for paymant of servigas
provided, | algn 4s ah agant, ratmnt, or ag "guarantor” that | undarstand ty [nsurance company wiil ba blllad for sarvloes ) racalve gt the
WCGHE and thet | aim diractly rosponslble and agras to pay tha WOCHE tha balarioe dus of all ehargas that tay not ha sovatad by my
Inautaos: Thia may [noluda the aost of callsation and/ot reasnnable attornay's fees, | Underetand that any laba aclleated by the WoaKe ahd
parformad by an outslda lab (LabCorp) will be billuc saparately to my Insuranaa by LakCorp, | giva iy direct sohsant and axprass copaant
andl parmission to tha dllnla or buslness assoalates of tha ellnly to recelve aucount commynications, through varlous means suoh sy 1) any
aall, landline, or other phane numbar that | pravide, 2) auto dialer systems, 8) valaamall massages, 4) Lext massagas 3} amargoenay cantaot
(nformation, 6) pra-tacordad forms of volea massaging systams, This Information will net be sold,

Nevima! , Slghaturer , Dt

T Pl bt i L o]



RS S,

Whiteslde County Communlty Health Clinle
Health History

Provider History,
Physlctan/NP/PA Last Vielt:
Patlent Sticker Dentist: Last Vistt:
Optomatrist: Last Vit
Theraplst; Last Vislts
R R e L R il
Family History “Famlly History
Condltlon Salf (Mothar, Fathar, Condition . Balf {Mothar, Fathar,
Brothet, $lstar QNLY) Brother, Slster ONLY
Anxlaty 0 N Cahoat 0 0
Depression ] 0 Radlation Therapy: Head/Neck 0 n
ADHD [ 0 Sleap Aphea 0 [l
Blpolar Disordear ] ] Use a CPAP Machlne 8] |
Schlzophrenia [l 0 Epllepsy/Selzura Disorder ] 0
Autlsm Spactrum Disorder [l 0 High Blood Pressure rl u]
Blindnass {0 i Stroke: Date: N ]
Carebral Palsy 0 [ High Cholesterol | W
Deafnegs ] | Blaading/Clotting Disardar a [
Intellectual Disabllity 0 r Blood Clot [n Lag or Lung N |
Diabates Type | 0 0 HIV/AIDS {l [
Dlahates Type Il (1 ¥ Saxually Transmilitad Infection ad i
GERD/Acld Reflux O ] Asthima 0 0
Stomach/Intestinal Disorder ] 0 COPD/Emphysema/Lung Dlg, 0 [l
Ulear | | Glatcoma ] 0
Eating Disordar ( 0 Arthritls 0 0
Hapatitls Types ] f Ostaoporosls [ 0
Othar Liver Dlsease: N 0 Urlinary Problems ] ]
Kidnay Dlsaase: 0 [n] Othan W] (1
Thyrold Dlsease~ O ] Other. f ]
N Y W ?

AR .’ 'ﬁ ' éq"-gx : Ty ‘\ﬁ;;.t‘:,,@:f Mw. :n;, \5 r;,: ; IY::
Artlflclal Valve ] Rh@umailc Haart Dlscaase/revar 0

Pravious Infactive Endacardiils 0 Congenltal Heart Disease (CHD) £

Heart Transplant 8] O Unrepalred, Cyanotle CHD

Heart Murmur 0 0 Rapalrad (Complately) In Last 6 Months

Pacemaker g 01 Repalrad CHD with Resldual Defacty

Other: ('J Other. O
L i ToBacea/NIgtl g UbE Fi

Ara youacurrenttobacao/nlcotlne user? Yas No

How many packs per day do you curtently use: Lass than 4 pack

ifho, contlhue to the back page.

1 pack perday 2 packs pat clay
Doyou currently use smokeless tobacco/nicoting products? Yes No

Continua to Back




Total Jolnt Roplacement (hlp, knee, shouldar, @tc,)
Data(s):
Hospital/Locatlon:

Any Complications: ’ "

Other Surgaries/Hospltallzations/Sarlous Injuty
Pata(s):
Hospital/Locatlon: .
Any Complicatlons “”

Qthar Surgerlas/Hospltallzatlons/Serlous Ihjury;
Data(s):
Hospltal/Locatlon;

; An / c,ompllcailons. :

Colorectal Cancer Screenlng Date. Breast Cancer Screenlng Data:
Cervlcal Cancer Screenlng Date' " Hgb ALC (Dlabetas ) Date:

T A s

Do you Perform Self Testlicular Exams?

e

Yas orNo
: o e iR T e R ~

G z s e e i m%“*

:L“MenstrualPer!od Aga. Last Menstrial Parlod Date.mm Menopause Years

Ara you currently Pregnanf Yas or No Estimated Due Date: '

OB Histary: Preghancles: Living Chlldren:__.. Miscarriages/Abortions:

RBirth Controli [ Nohe o Pills 0 Othen

Do you Perform Salf Breas1 Exams“ Yca or No : Currently Nursing? Yas or No

.VA\‘(.' AR ‘* gk B i Jw' (. S T
e

1 Currently taking, pravtouqu Laken, or schadulad to bagin taking madlcatlons for osteoporoqls Alendronata
(Fosamax), Ibandronate (Banlva), Risedronate (Actonel), Dehosumab (Prolla), or Reclast?

[ Currently taking or schaduled to beglh traatmant with IV blsphosphonates (Aradla or Zometa) for bane paln,
hypercaleerla, multiple myaloma or metastatic cancer?
Date treatment bagan'

Currently taking blood thinners (Coumadln/Warfarln, Plale, Brlllnm, X'xrelto, EHquls, Pradlaxa, ete)

S e e O
1 NoNE [ Medlcauon Llst.&\ttached

e e e R

| heraby certlfy that the Informatlon provided In this form Is complete, true and cotrect to the best of my knowledge,

Patlani/Parent/Guardian Slgnatura; Data

Provider Slgnature: : Date:




DOCUMENTED VERIFICATION OF INCOME/FAMILY SIZE

Annual Income:__ Family Size:

A Pregnant Woman will Count as Two in the Family
Attach coples of proof of income, such as paycheck stubs, income tax returns, etc,
(Always make copies, never hand over originals you may need for use later)

Patient Sticker

Sliding Fee:

T certify that the information I have provided is correct, to the best of my knowledge, I understand that 1 will be held T

responsible for any consequences (e.g, payments, fmes, legal action, etc.) resulting from intentionally providing false or
misleading information.

Signature ofpelson responsible for this account; Today’s Date

REFUSAL: Tcertify that 1 am vefusing to provide annual income and family size information to the Whiteside County
Community Health Clinic, By sigiing below, Lam mimowlulgmgn that by vefusing to provide annual inénine and famnlly size
verifieation, that T will NOT be eligible for discounted services through the Sliding Fee Program. Lukiderstand that 8t any
timie I can reveke the refusal and provide the WCCHC with verifieation of income/family size in order to be glgible for
discoimted services through the Sliding Fee Program,

Signature of person responsible for (his account! Today’s Date

WCCHC Sliding Fee i‘z’%m}t@ 2026, All income categories are from the 2026 Federal Poyerty Guidelines

Family Size Level 1 Slide Level 2 Slide Level 3 Slide Level 4 Slide Level 5 Slide Level 0
1 50 $15,961 $19,951 $23,941 §27,931 $31.971
$15,960 $19,950 $23,940 $27,930 $31,920 7
5 $0 521,641 $27,051 - $32,461 537,871 $43 281
521,640 $27,050 $32,460 537,870 $43,280 !
3 $0 $27,321 $34,151 $40,981 $47,811 $54 641
$27,320 $34,150 $40,980 $47,810 $54,640 T
. 50 $33,001 $41,251 $49,501 $57,751 566,001
$33,000 541,250 $49,500 557,750 $66,000 !
5 $0 $38,681 $48,351 $58,021 $67,691 577 361
$38,680 $48,350 $58,020 $67,690 $77,360 !
. _ $0 $44,361 $55,451 $66,541 $77,631 588,721
$44,360 $55,450 $66,540 $77,630. $88,720 o
$0 $50,041 $62,551 $75,061 $87,571
7 $50,040 $62,550 575,060 587,570 $100,080 100,081
g 30 $55,721 $69,651 $83,581 $97,511 $111 441
$55,720 869,650 583,580 $97,510 $111,440
For each ,
additional family 55,680 $7,100 $8,520 $9,940 $11,360
member ' v
o Up to and - T o e o
CHC Im gef Y T'o 125% of To 150% of To 175%. of Uptoand - | Over 200% of
Population Including 100% Povert Poveity- Povert Tncluding 200% |- Poveért:
oputt . of Poverty overty overty- . overty | naihaing <004 o
Nominal Fees per Visit Sliding Fees Applied per Visit
Service Type {Minlmum Amount Charged) The percent of the fuli fee will noi slide below the nominal fes
" Level1Slide - | Level 2 Slide | Level 3 Slide | Level4 Slide | Level5Slide | Level 6
Wledical ,
Behavioral Health $30 $35 $50 §70 90
Schedule 1; $35
Dental Schedule 2: $200 20% of Full | 40% of Full | 60% of Full | 80% of Fun | FullFee
Oral Surgery 8400 Fee Fee Fee Fee
Op tometry %30

Interviewer’s Signature

CHCForms/PATIENT INTAKE - Verification of Income Family Size (2-8-26)




WHITESIZE COUNTY HEALTH DEPARTIVIENT 8 COMMUNITY MEALTH QLINIC
SUMIMARY OF NOTICE OF FRIVAGY PRACTICHS & ACKNOWLEDGEMENT

THIS NOTIGR DESCRIBES HOW HEALTH INFORMATIGN ABOUT VOU MAY BE USED AND DISCLOSED AND
HOW YOU CAN GET ACQESS 'O THIS INFORMATION,
PLEASE REVIEW (1 GARERULLY,

. ’ YOUR RlaHTs

You hava tha
vlght tor

@at & copy of your health and olalme raqard

Correot your haalth &olalmg raoord

Raguest conficantlal scommunloation

Ask yt to llmlt the Information we share

@at 4 llst of those With whom walve sharad your laformeation

@at a vopy of this privacy notlea

Chooda somanha to aot for yau ag your parsonal reprasentativ

file a complalnt I you ballave your privaay tghts have baan violatad

*t £ 8 * = 6 9 o

YOUR GHOLCES

You e soma

v Disolosing Informatlon o your famlly and frlends (requlras writtan authorzation)
haloas n the s Tall famlly apel frlends about your sondition
way that we o Pravide disester rellaf
may share youp o Market aur servieas and sall your Infarmation (raculres writien authorzation)
(nformation ¢ Ralsa funds

#  Disclosing return to work nates t your ermployar

o Plaoloalng return b sehool hotes to Your sahob

OUR USRS AND IBISCLOBURES

Wa may uge & Treat you - K
slarayour Rur aur organlzation
Infotmatlon ay Bl for your haalth saivicas
wel

Halp with pubile haalth and safety lssuans sush as govarnmentally deolirad publie heali amargentlas
Do resaarch ' . ©

Comply with the law, audh 8y providing proof of Imimunity to 8 school '

Raspaned to organ & tssue donation requasts und work with s madlsalexaminer or funaral dirastor
Addrags workars’ nompansation, law anforsamant, and othar govarnirant raguasts

Raspord to fawsuits and legal sotlona

v Provide you with spoolniment remintars such as voluamall messagas, posteards, taxts o latiara

- e T 8 P 2 S O D

We wil, undar most elroumstanaas, not share any health Informetion ragarding Behavieral ar Mantal Haalth Sarvivas, Substance
Abuseldrug/aleohol) Traatmant; Fhysloal Assauli/Abuse/Negleot, ane/op Saxuelly Transmiited Diseasas Inoludding HIV/AIDS unlass
apeclfically raruastad by o fully exacuted Authorlzatlon to Relaase Health Care (nfolmation,

OUR BREPONSIBILITIEG '

“Wa gre raculat] by law to malntain the privany aned seeurlty of your protaciad haalth Information,
Wa will lat you know proraptly If & braach ocouis that may hava compromlsad the privaay or security of your information,
War must follow the dutles and privacy practleas descrlbed tthls notles snd glve you o copy ot '
Wa wlll not Use or share your Infarmatian other thah as dasertbad heta Gnlead you tall g wa aan Ih wilting. H you tall us we oan, you
may shange your mind at any Wme, Lot uy know nwrlting If yau change your mird,

GUANGES TGO THE TERMS OF THIS NOTICR

Wa can change the tarms of thid notlea, and the changes will apply to all Tnformation We have sbout yau, “The new noties will b
avallabla Lipon Paquast, oh our wab slte, and wa will mall o copy o you, \

! cmlmowlédge thet | have baon glven an opportunity o raod Authorizetion to Relaasa Health Cara Information
Yhis notlog and racalpt of the notlee. L icow thail may ask for o

vopy of the Jull notiae

1 yuthorlze Whttaslde County Haalth Dapartment/oHe o — '
raladgq sohool physlaal records, dental tacords, to my ohild’s Patlant (or Parant/@uardlan) §lgnaturs Dute
Sohool,

GIHERnrMa/PATIENT INARI = Priveioy fractles (B08-20)




