
Health Sciences Center

Notice of Privacy Practices Protected Health Information
This Notice Describes How Your MedicaUDentul Information May Be Used and Disclosed and

How You Can Get Access to this Information. Please Review it CAREFALLY.

The law rcquires us to make sue your medical infomtion is kept private. lt also requires us to
give you this notice ofour lcgal dutics and priv4y pEcticcs to tell you what wc can do with thc

medical infomation about you. To bcttcr udeBtand this law, you may Mnt lo rc.d it. It is in 45

CFR Pff 164. we have lhc right to chmge fiis notice and our privacy prctices in the futurc.

Any changes made will apply to all of thc medical infomtion we have about you at this timc. If
we make a changc, we will pul up a notice in our buildinS. We will also give you a copy ofrhc
nev notice ifyou 6k for it. You can also read aboul lh6e chmges on th€ computer at this

wcbsite: ! 4E hghg:gtb

HOW YOUR !tEDICAL/DENTAL INFORMATION MAY BE USED: ln genenl, we may

u your medical infomation in a number ofways:

To provide prtlena csre to you. Your mcdical inibmation may be used by thc doclo6. nu6es

md other prcfcssionals who arc readng you. For examplc, you medical infomalion is

uscd lo hclp them find out your problcms and to decidc th€ bcst way to ftat you.

AppointmeEt RemiDden. Wc may use yout medical infomation to contact you to rcmind you
ofappoinmeuls, od to givc you infomation about othcr rstmcnt options, or other hcalth

- related benefits and scnices thal may be ofinleresl to you.

To obtrir pryment. Your medical infomation may also be used by outbusiness office to
prcp{c your bill and prcess payments frcm you as wcll o from any iroumnce company,

govemmenr progmm or olher p€6oo who is responsible fot paymenl.

For our herlthcrre operetlons. Your medical infomation may be used to rcview the quality

ed appropriateness oflhe care you rcceive. We may also ue your medical infomalion to
put together infomation to se how we m doing ad to make improvemenb in the seilices
and cre wc give you. ln somc c6cs wc my have sndcns, minees, or orher health cde

1remonncl, as well as somc non-health we personnel, who come to ou facility to leam

under th€ guiddce of faculty to practice o. improve lhcir skills

To crerte dtsidetrtllled dattb.ret. We may usc you medical infomatioD for the purpose of
rcmoving information that tells anyone who you are, od Putting il in a computer progmm.

Your infomation may be completely de-idqtified or panially deidqtified. This

infomation is often uscd for resemh purpos. If your infomalion is paflially de-

identified. it is called a "limited data set."

Fundrrising. we may usc !,our medical itrlbmation lo Bis fi.sds for our organiation directly
or to Eise fuods for ou organiation through m instiotionally - related foundation or

business assciate.

HOW YOUR MEDICAL/DENTAL INFORMATION MAY BE DISCLOSED: In addition

!o using your medical infonnation, wc may di$lose all or part ofit to ccrtain other people.

This includes giving your infomation to:

You. lo order to get your medical inlbmation. you will need to lill out an authorizalion fom.
You may also have to pay for the cost ofsome or all oflhe copies.

Psple You Ask Us To Give It To. Ifyou (ell us that you wut 6 to give your medical

infomation to someone. we will do rc. You will need to fill out .n authoriation fom. You
may stop this authorizalion at any timc. we are not allovcd to force you to givc us

pemission to give your mcdical infomation to anyone. we cannot refuse to tr€t you

because you stop this authorization.

Pryen. Wc havc thc righl to givc you medical infomation to insurance companies,
govemment progmms such as Medlclr. rnd Medlceld, and the pcople who prccss their
claims as well as to other who are responsible for paying all ot pd ofthc cost oftrBhent
provided to you. For cxample, we may tell your hqlth insurrnce compey whal h Mong
with you and whal trcatment is rccommended or has b@n givel to you.

"Business Associaa$." Busincs asociates are companies or people we contract with to do

cedain work for us. Examples include infomation 8udito6. attomeys and specialized
peoplc providing management. dalysis. utilization rcvi€w or other similu seflices to us.

Anothcr cxample is giving health infomation to a business assciate so that the bsiness
ass@iatc can create a dc-identified daE basc. Bwiness asmiatqs rc rcquited to agree to

take reasonable steps to protect the privacy ofyour mediel infomation.

Limited Drlr Set Recipicnts.If wc use you infomalion to make a "limited data set." we may

givc the "limited dala wt" thar includqs your infomation to others for the purposes of
reseoch. public health action or health care opemlions. The persons who reccivc thc

"limitcd data set" ue roquircd to agree to take reasonablc steps to prctcct lhc pdvacy of
your redical infomation.

The Scretrr) oftie U.S. Dep.rtment of He.lth ud Humatr Sen'ices. The Secrehry h6
thc right to see your Nords in order to make sule we follow the law.

Public Herlrh Aulhorities. we may disclosc you medical infomation to a public hcalth

authority eponsible for prcvcnting or contrclling dierc, mainaining vital sadstics or
other public halth functions. Wc may alo give your medical inlomtion to thc F@d and

Drug Administration in conn.ction with FDA-rcgulated products.

L.w Enforcement Ofllcers. We may reveal your mcdical infomalion to the police. Wc may

also give you mcdical infomation ao peEons who* job is to rcceive rcpons ofabuse.

ncglccl or domcstic violcnce. And, ifwc believc thal rel@sing this infomation is nccded to

prevmt a sqious thEat to the health or safety of a penon or the public, we de pmined to

reveal your mcdical infomation.

Health Ovenight Ageocies. We may give you! medical infomation io agcncics rcspoNible
for h€lth ovecight aclivitiE, such as invesligations and audits, oflhc health cdc system or
b€ncfir programs. as allowed by law.

Courts .nd Admlnlstrrtlve Agcrcles. we may rcveal your mcdical infomation as rcquired

by ajudg€ for a lcgal issuc.

CoroneErndAdmlnistr.tlveAgerclei. [fyoudic.wcmayrevealrcdicalinfomation
about you death lo coronere, medical examineB dd funeral dircctom, as allowed by law.

Tistue Donrtion and org!tr Transpl.rt Senices. we may rcveal your medical infomation
to agercies that arc rcsponsible for obtaining li$ue donations ild obtaining and

ransplsnting organs.

Rearch. we may rcveal you medical infomation in connection with certain rcscech
activities. With your authoriTation. wc may disclose pertinent inlomation such as your
namc. social *curity number. sNdy namc, and datcs ofpa(icipation lo our Accounts
Payable depaffient lo issue humu subjccr t!'scdch inccntivc paymcnts.

SpNi.lized Covenmentil Funcaions. we may disclose your medical infbmation for certain
spccializcd govcmotal functions, a allowcd by law. Such functions includc:

. Miliury and vetemn activilies

. National sccurity and inrclligencc activirics
o Proaclive seryices lo lhe President and othere

. Medical suibbility deteminalions: and

. Concctional institutions md olhcr law cnforccmenl custodial silutions.

Requircd by lrw. wc may also rcvcal you medical infomation in any oihcr ciromshnccs
whcrc the law rcquires us to do so.

OBJECTIONS TO USES AND DISCI,OSURES:

ln ce&in situalions, you havc the right to objecl before your medical infomation can be usd
or revealed. This des trot apply ifyou are b€ing tseated for certain mental or behavioral
prcblcms. lfyou do not objeot ancr you arc given thc chmce to do so, your mcdical

infomtion may bc used:

Praient Directory. In most cdcs, this mcans your namc; room nmber and gcneral infomalion
abut your condition may bc givcn to pople who ask for you by name. Also, infomation
about you. rcligion may be givcn lo memb€6 of lhe clergy. €ven ifthey do not ask for you

by namc.

F.mlly rnd Frl.nds. We may disclose to your family members. othcr relatives and close
pcruonal fricnds, any rncdical infomation lhat thcy need lo know ifthey arc involved in
caring fo you. I'or example, we can tell smeone vho is assisting with your carc that you

nced to hkc your medication or gct a prGcriplion rclilled or Sive thcm infomation about

how to carc for you. We en also ur your medical infomlion to find a fmily mcmber. a

penonal reprerntative or another persoD reslDnsible for your oare and to notiry them
where you are, about your condition or ofyour death. If it is an cmcrgcncy or you arc not

ablc to communicale, wc may still give cc(ain infomation to peNons who can help with
your care.

Dis$ter Rcll€f. We may reveal your medical infomation to a public or Private disastcr rclicf
organization a$isting with an cmetgency.

YOUR RIGHTS REGARDING YOUR MEDICAUDEIITAL INFORMATION: You may

also have the [ollowing right regarding your medical infomation:

You h.ve the rlSht to ask us to treat you! medical infomation in a spwial way, differcnt from
what we nomally do. Unless you have the righ( to objeq to the use ofthe infomation, we

do not have to agree with you. Ifwe do agrce to your wishes. we have to follow your
wishcs until we tcll you thar we will no longcr do so.

You hrve the righa to tell us how you would like us to send your infomation to you. For

oxamplc, you might want us to call you only at work or only at homc. Or you may not want

us to call you at all. Ifyou rcqucst is reasonablc, we must follow your rcqucst.

You have th€ right to l@k at your mcdical inlbmation and, ifyou want. !o get a copy ofit.
Wc can chagc you for a copy. but only a rcasoMble amount. You righl h look at and copy

your medical records is based upon certain rules. For cxample. we can ask you to mke
your request in witing, or. if you come in peMn. thal you do so at cmin times of ihe day

You h.vc the rlSht to ask us to change your medical infomation. For example. ifyou think
we made a mistale in miting down what you said about vhen you began to feel bad. you
can lcII us. lf we do not agrcc to chsge you @ord, wc will tell you why, in uiting, md
givc you infomation about your righb.

You hrre thc right to bc told to whom wc havc Siven your medical infomation in the six
yeare before you ask. This dG not apply to all disclosucs. For example. ifwe gavc

someone your medical infomation so lhat thcy could reat you or pay for your care. wc do

not have to kep a ccord offiat.

You hrve the right to get a copy ol this notice at no charge.

You i.ve ahe rlght to complain to us or to the Uniled S@tes Dcpartment ofHcalth and Humn
Senices ifyou believe thal we have violaled your privacy rights.

IfJ-ou hete a comphint ot concern. please call our

24 hour Hotline: (504)568-2347
Your c.ll will bc handled by our Prirocy Orriccr.

You m.y rcm.ir snorymous rnd oll crlls tre kept confidential.

For further informrtion about your rights or

.bout the uses and disclosures ofyour medical informatioo, please c.ll

The Olfice of Compliance Programs at: (504) 568-2350
to speak $ith eiiher our Compliancc or Privrcy Officcr or (rcP team mcmbcr.

Or wrilc to:

LSUHSC New Orleans

Ollice of Compliance Programr

433 Bolivrr Slrect. Room E07

New Orleans, LA 701 12

()r cmaili

nocompli.ncchotlinc@lsuhsc.cdu

This notice is cffcctive as of4ll3l2003
Dale Last Revised l0/15/07



IMPORTANT: This form must

Name:

LHSAA MEOICAL HISTORY EVALUATION
be completed annuallv, kept on 0," *l1l,",l;;chool, & is subject to inspection by the Rules Compliance Team.

School: .Grade: Date:

Sex: M / F Date of Birth:_Age:_Cell Phone:

City: State:_ Zip Code:_Home Phone:.

Employer Work Phone:

Has any member of your family under age 50 had these conditions?
WhomWhom

Sport(s):

Home Address:

Parent / Guardian:

@'
Yes No Condition
tr tr Heart AttacuDisease
El trStroke
tr tr Diabetes

Yes No Condition
g g Head lnjury / Concussion
g g ElbowL/R
tr tr HipL/R
tr tr Lowerlegl/R
g g FootL/R
tr tr Chest

Yes No Condition
tr tr Sudden Death
El El High Blood Pressure
tr tr Sickle Cell TraiUAnemia

Yes No Condition
tr tr Arthritis

Whom

trtr
Dtr

Kidney Disease
Epilepsy

Condition
Shoulder L / R
Back
KneeL/R

tr tr AnkleL/R
tr El Pinched Nerve

Has the athlete had any of the following injuries?
Date Yes No Condition

tr tr Neck lnjury / Stinger
tr tr Arm/Wrist/HandL/R
tr tr ThighL/R
tr tr Chronic Shin Splints
E E Severe Muscle Strain

Date Yes No
trtrtrtrtrtr

Date

Previous Surgeries:

Has the athlete had any of these conditions?
Yes No Condition
tr tr Heart Murmur / Chest Pain / Tightness
Et E Seizures
tr tr Kidney Disease
tr tr lrregular Heartbeat
g g Single Testicle
tr tr High Blood Pressure
E E Diz4 /Fainting
tr tr Organ Loss (kidney, spleen, etc)

Yes No Condition
tr tr Asthma / Prescribed lnhaler
tr tr Shortness of breath / Coughing
tr tr Hernia
tr tr Knocked out / Concussion
tr tr Heart Disease
tr tr Diabetes
tr tr Liver Disease
El El Tuberculosis
tr tr Prescribed EPI PEN

Condition
Menstrual inegularities: Last Cycle:_
Rapid weight loss / gain
Take supplements/vitamins
Heat related problems
Recent Mononucleosi
Enlarged Spleen
Sickle Cell TraiUAnemia
Overnight in hospital
Allergies (Food, Drugs)

Yes No
trtr
trtrtrtrtrtr
trtrtrtr
trtr
trtrtrtrtr tr Surgery

E E Medications

ATHLETE MEDICAL HISTORY:

List Dates for: Last Tetanus Shot: Measles lmmunization:_Meningitis Vaccine:
PARENTS'WAIVER FORM

To the best of our knowledge, we have given true & accurate information & hereby grant permission for the physical screening evaluation. We understand the
evaluation involves a limited examination and the screening is not intended to nor will it prevent injury or sudden death. We further understand that if the
examination is provided without expectation of payment, there shall be no cause of action pursuant to Louisiana R.S. 9:2798 against the team volunteer health-
care provider and/or employer under Louisiana law.

This waiver, executed on the date below by the undersigned medical doctor, osteopathic doctor, nurse practitioner or physician's assistant and parent of the
student athlete named above, is done so in compliance with Louisiana law with the full understanding that there shall be no cause of action for any loss or damage
caused by any act or omission related to the health care seryices if rendered voluntarily and without expectation of payment herein unless such loss or damage
was caused by gross negligence. Additionally,

1. lf, in the judgment of a school representative, the named student-athlete needs care or trealment as a result of an injury
or sickness, I do hereby request, consent and authorize for such care as may be deemed necessary....... ........................Yes No

2. I understand that if the medical status of my child changes in any significant manner after his/her physical examination,

3. I give my permission for the athletic trainer to release information concerning my child's injuries to the head coach/athletic

4. By my signature below, I am agreeing to allow my child's medical history/exam form and all eligibility forms to be reviewed

Date Signed by Parent Signature of Parent Typed or Printed Name of Parent

ll. COMPLETED ANNUALLY BY MEDICAL DOCTOR (MD), OSTEOPATHIC DR. (DO), NURSE PRACTITIONER (APRN) or PHYSICIAN'S ASSISTANT (PA)

Height Weight Blood Pressure Pulse_

GENERAL MEDICAL EXAM : EIIIML#E:
VISION:
L:_ R:_ Corrected:

DENTAL:
12345678910 11 12 13141516
31 30 29 28 27 26 25 24 23 22 21 20 ',19 ',18 17

ORTHOPAEDIC EXAM:
Norm

L Spine / Neck
Cervical
Thoracic
Lumbar

ll. Upper Extremity
Shoulder

Elbow
Wrist
Hand / Fingers

!ll. Lower Extremity
Hip
Knee
Ankle

ENT
Lungs
Heart
Abdomen
Skin
Hernia
(if Needed)

Norm
tr
tr
tr
tr
tr
tr

Abnl
tr
tr
tr
tr
tr
tr

tr
tr
tr

tr
tr
tr

tr
tr
tr

Abnl

tr
tr
tr

tr
tr
tr

tr
tr
tr

COMMENTS:

From this limited screening I see no reason why this student cannot participate in athletics.

[ ] Student is cleared
[ ] Cleared after furlher evaluation and treatment for:
[ ] Not cleared for: _contact _non-contact

Printed Name of MD, DO, APRN or PA

This physical expires one year on
Revised 5/ I 4

Signature of MD, DO, APRN or PA

the last day of the month that it was signed and dated

Date of Medical Examination

by the MD, DO, APRN or PA.



LSUHSC SCHOOL.BASED HEALTH CENTERS

Loursraua Eru noLLMENT/Cottserur Fonrvt

Student's Name: Last First Middle lnitial lD# lOnice use only.)

Student's Address (include city): Zip Code:

Student's Date of Birth: Age: Sex: Ll M tr
F

Race: Ethnicity:

Student's Social Security Number: School. Student's Grade:

Preferred Language: Student's Email: Student's Cell Phone:()
Name of Mother (include maiden name)
or Legal Guardian:

Home Phone.
()

Work Phone:
()

Cell Phone:
()

Employer:

Name of Father or Legal Guardian: Home Phone:
()

Work Phone:
()

Cell Phone:
()

Employer:

Emergency Contact: Relationship: Phone:
()

Emergency Contact: Relationship: Phone:
()

Name of Student's Primary Care Physician:
Please check if student does not have a Primary Care Provider E

Phone:
()

Name of Student's Dentist:

Please check if student does not have a Dentist tr
Phone:
()

Preferred Pharmacy:
(Name and location)

Names of siblings enrolled in School-Based Health Center:

Please check
the type of

health
insurance your

child has:

Please send a
copy of

insurance card
(front and

back) to
SBHC.

tr N/edlcaid/Healthy Louisiana #: (check one below)

tr Aetna Better Health tr Amerigroup Real Solutions tr AmeriHealth Caritas LA

tr LA Healthcare Connections tr United HealthCare Community Plan

tr Medicaid (dental)#' D No insurance

tr Private/Other lnsurance Co. Name:

Co. Address:
Phone #: Policy #: Group#:_
Effective Date:
Name of policy holder: Relationship to student:
Policy holder date of birth: Policy holder Social Security #:
Does your insurance pay for prescriptions? D No D Yes

lf your child does not have health insurance, would you like information on no cost health insurance? !l Yes I N o



Office use only.

Student's Name: 2nd ldentifier

List of current medications student is on with dosage (how much) and how often:

List of all illnesses or injuries:

ls your child allergic to any food or medicine? tr Yes E No lf yes, list:

LAHIE Statement: We understand that the SBHC may participate in one or more health information
exchanges (HlEs), whereby the center may share my health information with other health care providers for
treatment, payment or health care operations purposes. We hereby consent to the disclosure of the SBHC's
records into the HlEs.
We understand that the SBHC is funded through the Office of Public Health ("OPH') Adolescent School Health
Program and, as part of such program; the SBHC is required to provide information to OPH. Therefore, we
consent to the disclosure of SBHC information to OPH, or its agent, in connection with the operation, funding
and ongoing monitoring of school-based health centers. We recognize that the information needed by OPH
mav be compiled through a HIE and consent to the disclosure of information to a HIE for such purpose.

Confidentiality: The School-Based Health Centers (SBHCs) adhere to all current laws regarding
confidentiality of health services in general and specifically as they relate to services to minors. All medical
and mental health records are confidential and will be maintained as directed by the Health lnsurance
Portability and Accountability Act (HIPAA). I consent to the exchange of relevant health information between
LSUHSC SBHC and the student's personal physician upon referralfor medical care. I have been given a copy
of the organization's Notice of Privacy Practices that describes how my health information is used and shared.
I understand that LSUHSC SBHC has the right to change this notice at any time. I may obtain a current copy
by contacting the School-Based Health Center, at 504-359-1121. My signature below constitutes my

acknowledoement that I have been provided a copy of the Notice of Privacy Practices.
Louisiana Law R.S. 40:31.3 states that Health Centers in schools are prohibited from:
1. Counseling or advocating abortion or referral of any student to an organization for counseling or

advocating abortion.
2. Distributing any contraceptive or aborlifacient drug device, or similar product.

To report violations of the prohibitions against abortion counseling, advocacy, or referral; or distribution of
contraceptives, abortifacient drugs, devices, or other similar products, contact the Adolescent School Health
Prooram at the Office of Public Health at 504-568-3504.

(Patient's name - please print) Date

Signature of Patient or ParenULegal Guardian
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Office use only.

Student's Name: 2nd ldentifier

BY SIGNING THIS CONSENT, YOU ARE AGREEING TO ALLOW THE SCHOOL HEALTH CENTER TO
PROVIDE THE FOLLOWING SERVICES TO YOUR CHILD:

r Primary and preventive health care rcomprehensive history and physical examinations oimmunizations
rhealth screenings rlaboratory/diagnostic testing lacute care for minor illness and injury including

medications, if indicated. rmanagement of chronic diseases rbehavioral health services rhealth
education and prevention programs . case management r referral and follow-up for emergencies
oreferralto specialty care odental services (where available)

l, as parenUguardian, understand that I will not be charged for any of the services provided at the school-
based health center. I also understand that LSUHSC SBHC or the medical provider may bill Medicaid or other
insurance providers for these services. I authorize/assign payments of authorized benefits directly to LSUHSC
SBHC.

By signing below, we (student and parenUguardian) acknowledge that we have read and understand
the services to be provided at the school-based health center. We give permission for this student to
receive the services provided by the program.

This consent is effective while the student is enrolled in LSUHSC School-Based Health Centers)
unless the School-Based Health Genter is notified in writing, that I no longer wish for my child to
receive services. I understand that I may be asked to complete a one page form every year to update
important information.

We also understand that the school-based health center is operated by LSUHSC Department of Pediatrics,
Adolescent Medicine Division and its employees and contractors.

Printed Name of ParenVlegal Guardian Relationship

Signature of ParenUlegal Guardian Date

Signature of Student Date

This consent may be withdrawn or modified at any time with written permission of the parent/guardian and
student to the entity referred to above. A duplicate copy of this document will be given to parents or
guardians upon request.

ALL SERVICES ARE SUPERVISED BY LICENSED PROFESSIONALS
July 1,2017
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