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Cleveland Metropolitan School District ("CMSD") and Say Yes Cleveland (•SYC" ) partner with community agencies to offer 
additional School-Based Health Services. Completion of this consent form is required for your child to receive these health 
services from CMSD partner health providers. School nursing and emergency services will be provided whether or not

you choose to take part in these added services. 

Student Last Name: ______________ Student First Name: _____________ _ 

Date of Birth: __________ Sex at Birth (please check): D Female D Male Gender: _______ _ 

Home Address: ________________ _ City: ________________ _ 

State: ____ Zip Code: _____ Phone Number: _____ School Name: __________ _ 

Preferred Language: __________ Is this student Hispanic/Latino? (please check)? DYes D No 
Race {please check): D American Indian/Alaskan Native D Asian D Native Hawaiian/Other Pacific Islander □white 
D Black/African American D Don't want to answer Other: _______________ _ 

Guardian's Last Name: ____________ _ Guardian's First Name: ____________ _ 

Date.of.Bir.th:---�---��=- Employer Name (if available):--------------=--=-=-----------

Phone Number ____________ Email ____________________ _ 

Relationship to Student _____________________ Lives with Student? DYes D No 

Child/Teen has insurance (please check): D Yes D No 

Name of Insurance Company: _______ ____ _ Subscriber's Name: ___________ _ 

Group Number: ______________ _ 

Name: ___________________ _ Relationship to student: _________ _ 

Phone Number: ________ _ May we leave a message? OYes D No 

□Asthma
D Cancer/Leukemia
□ Eczema
□ Migraines
D Premature Birth
DsickleCell

D Spine Disorders 
D Bladder/Urinary Problems 
Dseizures 
D Glasses/Contacts 
D Hearing Aids 
D Mental Health Concerns 

D Blood Disorder 
Drnabetes 
□ Pneumonia
D Kidney/Renal Disease
D Heart Problem
D Developmental Problems

D Bowel Disorder 
DTuberculosis/fB 
□Tobacco Use
D Substance/Drug Abuse
D Past or Current Elevated

Lead Level 

Dother(Please explain): ____________________________ -== 
m 



Student Name:--------------------------- Student DOB: _____ _ 

Name of Primary Care 
Provider/Physician (PCP): 

PCP Location (please check): 
D Care Alliance 
D Cleveland Clinic 

D MetroHealth 
D Neighborhood Family 

Practice 
□ NEON

DUH/Rainbow Babies and 
Children 

Oother: _____ _ 

Name: ___________ _ Address: _____________ Phone Number: ______ _ 

0 NO KNOWN ALLERGIES D YES-Please list below: Insects: __________ _ 
Food: ___________ _ Seasonal: __________ _ 

Has your child every had a reaction to 
any immunizations/shots? 

If YES, please explain reaction What immunization/shot caused reaction: 

Oves ONo 

Cross out any services you DO NOT want your child to receive. 

• Physical exams (well-child, • Care for common pediatric/ • Mental/behavioral health
sports, work) adolescent health concerns assessment, screening, and 

• Care and treatment for (weight, acne, menstrual intervention (additional 
injury/illness

• Medication administration
(albuterol, epinephrine,
antibiotics, prescription
and over-the-counter
medications)

• Routine lab tests

problems) parental/guardian consent 
• Care of certain chronic required for children under 

conditions (such as asthma, the age of 18) 
seizure disorders, or
diabetes)

• Drug or alcohol use
treatment

• Sexual wellness services
• Vision and hearing

screening and treatment

• Lead testing/screening
• C0VID-19 testing/screening
• Dental screening and

services (dental x,-rays
sealants, and cleanings;
therapeutic fillings, fluoride
applications)

• Health education and
prevention programs

• Sports medicine
services

Cross out any shots you DO NOT want your child to receive. 

School-Required Immunizations: Pediatric/Adolescent Recommended Immunizations: 

• DTap/Td (diphtheria, tetanus, and whooping cough for children) • Human Papillomavirus (HPV )
• Tdap (tetanus, diptheria, and whooping cough for adolescents) • Influenza (Flu)
• Polio • Hepatitis A
• Hepatitis B • Meningococcal B
• MMR (Measles, Mumps, Rubella) • C0VID-19 Vaccine
• Meningococcal A
• Varicella (Chicken Pox)

Please visit http://www.immunize.org/vis/ to find the Vaccine Information Statement for each vaccine, which will 
explain risks and benefits of all vaccines. 

1Throughout this form the term "Parent/Guardian• means all of the following groups: parents/custodians/emancipated minors signing l!!!l!Ion their own behalf. �




