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                              Healthy Student Partnership                   #________

Champlin Park High School
Teen/Child Consent, Authorization and Release Form for Health Screening including: Cholesterol/HDL/Glucose, Blood Pressure and Body Mass Index and Health Survey on
 October 13, 2016
Please Print Legibly
Student Name____________________________________________________________________ (“Student”)

Student Age________ Gender_______________ Birthdate_______________                                                                                      

Name of Parent/Guardian________________________________     Parent/Guardian Phone # ______________  

Address _______________________________________   City and Zip
___________________________        

· The health screening includes a fingerstick blood sample to determine non-fasting total cholesterol, HDL, non-HDL cholesterol and blood sugar. The health screening also includes blood pressure (BP) reading, Body Mass Index (BMI) and health survey. This screening will be performed by qualified technicians and personnel. Emergency equipment and trained personnel are available to handle any unusual situations that may arise.

· Wellness and school staff will receive a copy of Student’s results and, if blood pressure or blood sugar is abnormal, the school nurse will recheck the blood pressure and/or discuss the blood sugar with Student and call you. If any cholesterol results are out of normal range, a “Letter of Recommendation” with educational materials will be sent to you from Allina Health. 
· The information obtained during the screening will be treated as confidential and will be shared only with appropriate wellness and school staff to provide appropriate follow-up and offer appropriate recommendations and resources based on the health screening results. Individuals who will have access to the screening results may include school-based counselors, social workers, nurses, therapists and wellness staff, and may also include non-school-based staff, such as health coaches. Aggregate screening results of blood pressure, total cholesterol, HDL, non-HDL cholesterol and blood sugar, BMI and survey may be provided to school officials in a form that does not identify Student or other individual screening participants.

· Allina Health will maintain screening records for two years for internal purposes.

I give consent for Student to participate in the health screening as indicated by my check mark below:

· FULL SCREENING: I give consent for a finger stick blood test performed by a trained phlebotomist and to have blood pressure screening, Body Mass Index (BMI) and health survey.
SCREENING WITHOUT FINGERSTICK BLOOD TEST: I give consent for blood pressure screening, Body Mass Index (BMI) and health survey only. I do not want Student to have a finger stick blood test. 
I authorize release of screening results as described in the Overview, above. I understand this health screening is informational only and does not constitute medical care or diagnosis. I understand Student should see his/her qualified health professional for diagnosis of any health problems he/she may have. I understand that there are risks of injury associated with the health screening, and I voluntarily assume those risks on behalf of Student. All my questions have been answered to my satisfaction. I understand that if information is shared related to neglect or abuse, it will be reported as mandated by statutory requirements. I release, waive, discharge and hold harmless Allina Health and its employees/volunteers (“Allina Health”) from any claims, injuries, damages, actions or causes of action, known or unknown, anticipated or unanticipated, to me, my child, or my property, whether arising out of or connected with Allina Health’s negligence or otherwise, except that which is the result of gross negligence or intentional, willful or wanton conduct by Allina Health. 

I have read, and I understand and agree to, each of the statements above.
                                                                            

________________________

                               Parent/Guardian






Date
Check and sign here if you do not want Student to participate in any portions of the health screening:
                                                                             

________________________

                               Parent/Guardian






Date
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