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Yes, I give my consent for my child ________________________________ to have a wellness 
check performed by the Lamar County Health Department at the Lamar County School-Based 
Health Center. The screening services consist of a comprehensive unclothed physical examination 
(unclothed means to the extent necessary to conduct a full, age-appropriate examination), a 
comprehensive health and developmental history, developmental appraisal, anticipatory guidance, 
and health education, measurements, dental/oral assessment, vision and hearing screenings, and 
certain laboratory procedures. 

 

Date: ____________________________ 

Child’s Full Name: _________________________________ Date of Birth: _____________________ 

Child’s Gender:   ___ Male       ___ Female      ___ Other                 Child’s Race: _________________ 

Home Address: ___________________________________________________________________ 

Phone Number: __________________________  Alternate Phone Number: ____________________  

Email Address: ___________________________________________________________________ 

Emergency Contact: _____________________________ Phone Number: _____________________ 

Child’s Primary Healthcare Provider: ___________________________________________________ 

Child’s Dentist: ___________________________________________________________________ 

Child’s School: ___________________________________________________________________ 

Child’s Grade: __________________  Child’s Teacher: ____________________________________ 

Insurance Type*: ____________________________ Policy Number:  _________________________ 

Policy Holder: ____________________________________________________________________ 

Parent/Guardian Name: __________________________________________________ 

Parent/Guardian Signature: _______________________________________________ 

*Please attach copy of insurance card. 
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