Welcowme o m@isﬁ—mﬁow 2025-26!
We are excited for another great year at Upper!

Please take the time to let us know if your enrollment form includes changes
and/or updates, or if your information from last year is exactly the same and DOES
NOT require any changes. All enrollment forms must be filled out but knowing if
there are changes, updates, etc. will allow us to work more efficiently on those
that need updated for the 2025-26 school year.

e YES,

| have made changes and/or updates to my student’s information.

e NO,

| have not made changes and/or updates to my student’s information.

*Note that all address changes will require proof of residency.

Thavk youl ©

FAMILY SCHOOL COMMUNITY




Title One Home:SchooI Compact

Upper Elementary School is a school-wide Title 1 building; therefore, all students have the opportunity for
additional assistance in learning.

Students of Upper Elementary School are encouraged to be responsible for their own success. To aid in this
success they can make the following commitments:
1. Attending school on time every day.
Doing their best in class and completing homework on time.
Respecting others and themselves, making good choices and being a cooperative learner.
Keeping parents informed about progress in school and asking for help when needed.
Using time wisely at home and at school.

e

Parents are encouraged to be involved in their child’s education in an effort to help with his/her achievement
attitude and behavior. To aid in this effort parents can make the following commitments:
1. Sending child to school every day, well rested and ready for the day.
Providing appropriate learning supplies and a place and time for learning.
Letting child know how much they care about their learning.
Checking child’s homework and their graded schoolwork.
Making sure communication flows two ways, both from school to home and from home to school.

]

U e

As educators at Upper Elementary School, we understand the importance of the educational experience for
every student and our role as the teacher and role model. Therefore, in order to insure learning that takes place
for every student we are committed to the following:
1. Maintain high expectations for every child to learn and achieve.
Provide a safe, positive and respectful learning environment.
Recognize and adapt for each students’ needs and encourage individual talents.
Communicate with parents and students on a regular basis concerning student progress.
Help parents to support learning and positive behavior and encourage interaction at school.

o AR e

By signing this compact, | acknowledge that | have access to a printed and online version of the Student/Parent
Handbook and understand the terms and conditions. Together, students, parents, and educators become
partners to enable the child to know success and a lifelong love of learning.

Parent Signature

Student Signature



MUSTANGS

Social Media Permission
2025 - 2026

Dear Parents/Guardians,

We believe sharing pictures of our students on social media and in the newspaperis a
great way for the community to see what great students and staff we have. We enjoy
providing a way for the community to see and hear about the achievements of our students
and they fun they have learning here at Upper. This may include special events on or off
campus. Please let us know if we may publish pictures of our student on social media and/or
the local newspaper. You may update your preference at any time.

Student Name Teacher 25-26

YES, | give permission for my student’s picture to be published.

No, | prefer my student’s picture NOT be published.

Parent/Guardian Date

Thanks for all you do.

When families and schools work together,
GREAT things can happen!




Access (o Devices/Internet

*Please provide as much information as possible*

Student Name: Grade:

Teacher Name:

Please check all that apply:

o Does your student have internet access? Yes No

-

o Does your student have access to a computer duririg school haurs?-Yes

Plaase check all tha‘t apply

o "My student has aceess to the followmg devices durmg school hours:
® Computer/Chromeboakﬁ__*a SRk

e Tablet/I-Pad __

) Phone__ o |

e My student does not have aCCESS%G a hy_o% the devices listed above.

5 1

——

What internet provider do you have access to?

Email address to best reach you:




Eldon R-1 School District — Health Services
Student Health Information 2025-2026

Student Name Grade

Regular or Emergency Medications Your Child Is Taking:

(at home)

(at school)

| request that you give over the counter medication to my chitd during the school year in accordance with the
Board Policy. | authorize the school nurse or designee to give my child medication. | will not hold the school staff
responsible for any undesired reaction that may occur from the medication. (Examples of non-prescription
medication to be given with parent permission are: non-aspirin pain relievers including Acetaminophen,
Ibuprofen, Tylenol, sore throat spray, antacid, antlbiotic ointment, hydrocortisone cream, calamine lotion, throat
lozenges, topical anti-sting treatments and generic substifutes.
Pleasa initial below for over the counter medications:
Yes, | give permission
No, | do not give permission

| hereby give my permission for the Eldon School District to obtain and release my student's immunization records
by phone, mail or fax to and from the physician's office.

Please initial below:
Yes
No

Please mark below if your ¢child has any of the following:

___Asthma - , ADHD ___ Other Medical Condition EXPLAIN
____Diabetes ADD
___Beizures Hearing problem

- Severe Allergies
Heart Condition

Vision problem
Seasonal Allergies

List All Child's Medication Allergies

List All Child's Food Allergies and provide Doctors note!

Students Physician

. Any medication that is sent to school with a student must be in the criginal container with the student's name on it,

. Medication sent to school with a student must be accompanied by a signed and dated note from the
parent/guardian requesting the medication to be given.

3. ltis recommended that a small container of medication be sent to school.

4. All medications must be given to the school nurse as soon as the student arrivas at school.

5. Please make surs the medication is age appropriate. '

It is my understanding that my signature allows all of the above information and treatment to be

administered to my student.

N —

Parent Cell Phone

Parent Signature Date




BUS TRANSPORTATION

Dear Parents/Guardians:

1. All requests must be completed and given to the student’s Building Official for review prior to ﬂieir approval.
THREE SCHOOL PAYS NOTICE IS REQUIRED BEFORE A REQUEST MAY BE GRANTED.

2. Final approval of request must be made by the Transportation Department prior to the student being placed on a
transfer bus to ensure that all parties involved (parent/guardian, teacher, building official, Transpertation
Department and bus driver) are informed and the student’s safe transportation is assured.

3. Transfer students must present a bus pass to the driver, given to them by the Principal’s Office, to ride
to their new location. The transfer stop should be written on the bus pass given to the new driver,

their new bus

Please complete this form and return to the Building Office.

Grade: Current Teacher:

Student’s name

Address:

My student will load the bus in the morning at the following designated bus stop: ‘

AM Bus#:

My student will ride the bus in the afternoon to the following designated bus stop:
PM Bus#:

My child does NOT require bus transportation:

My child is enrolled in the afternoon LEAP program: YES _~ NO

No Bus Discipline Warnings: Ifa student does not follow the bus driver's rules, they will lose their bus privilege immediately, The
bus driver will document discipline issues and submit them to the transportation director promptly. Immediate action will take place
The six bus rules must be followed at all times in order to keep not only all students safe, butalso the other motorists on the road. .

Discipline Guidelines for Buses
. Obey the driver promptly

Stay seated until the bus comes to a complets stop

Keep hands, feet and items to yourself at all times and no throwing objects
No offensive [anguage or disruptive behavior

No food, candy, gum, or beverages on the bus

No large equipment, animals, skateboards or other equipment on the bus

B Lo O

o L

Parent/Guardian Signature Phone Number Date

ARk

(OFFICE USE ONLY)

Bldg Approval; Date: (Must be approved prior to request from transportation)

............ "= SERERRR Rkt ke s

(TRANSPORTATION DEPARTMENT)

AM Bus # AM Bus Stop AMP/U Time:
-
PMBus £ PM Bus Stop PM D/O Time:
-
Effective Date: : Date (Parent/Guardian/Teacher) notified:

_—



~ School Safety Alert: District’s Bus Transfer Requests Policies and
Procedures

BUS TRANSFER REQUESTS

The Eldon School District continuously strives to maintain and improve its operation as a Safe
School District for all students and staff. One area that the District needs continued parent
cooperation is in following the District’s procedures and policies for requesting bus transfers for
students because of childcare and related reasons.

Please note that all bus transportation requests are to be in writing on the correct form
and they are to be made in advance, at least three (3) school days prior to the requested
transfer start date. The time is necessary to ensurc that the transfer is consistent with Board
policy and that all parties (Building Official, Homeroom Teacher, Bus Driver, and
Transportation Office) are informed in a timely manner. Please provide an updated copy of

your new address any time that you move and need to make a change to your child’s
transportation.

BUS STOP POLICIES AND PROCEDURES

The District needs continued parent cooperation in drop-off procedures. It has been the
District’s practice to drop-off students at their regular bus stop with a parent or guardian present.
If a responsible adult is not present at the bus stop for an individual student, the student will be
taken back to their school and the parent(s) or guardian will be called using the emergency
phone numbers listed in the student’s file. Parent(s) or guardians will be expected to pick-up
their child at the school within 30 to 60 minutes for being notified before local police or
Children and Youth Services is called. Persistent lack of parental or guardian presence at the
student’s assigned stop for the student’s return home trip may result in a suspension of bus
riding privileges.

The above procedures are being restated with the intent of requesting the assistance of all
District parents to help the District maintain a safe student transportation system for ALL of our

children.

Contact the Eldon R-1 transportation dept if you have any questions or need assistance with the
above bus procedures and policies.

Revised 3/25/18



If you marked that your student
DOES NOT need bus
transportation, please fill out an
orange Pick Up/Walker form. This

to be picked up or walk. This will
also authorize certain individuals
to pick up your student. You may
update your list at any time.
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Child's Name:

Dear Parerit/Guardian:

Central OZarks Medical Centers (COMCT) is excited té‘an'noimée we have partnerdd with the Eldc'm'Schoc'):I DlStrICt to
provide Medical, Dental and Behavioral Health Services dyring the 2025-26 academic year! This partneré_h,ip will allow

COMC td eXpahd sccess to coriveliaiit care to ensure your child stays healthy throughout the school yéar, COMC is 4 local
rroreprofit organization that has worked to meet the healthcare needs of your comm unjty and sutrounding areas since ’
1979. _ : : -

Ovpen aliyear, even during the summer and school breaks, COMC's Schoo!-Based Clinic offers many services. Jiltynn arid
her Medica! Team provide school and sports physicals, care for colds, flu, immunizations, rapid labs, treatment for health
problems like asthma, dizbetes, and many other health concerns. Dr. Cufrey and her Dental Team provide access to
students, staff, faculty, and the Eldon community for all dental neads. The Dental Clinic is located across the hal[Way from

Meadical Services.

I addition to Medical and Dental Services, our Behavioral Health Staff can work with your child to provide access to -
Counseling Services for issues such as depression, body image, peer pressure and any other challenges that your. child may
be experiencing. Students served by our School-Based Therapists have direct access in a convenient and cbnfidéﬁtial
setting while they are at-school. This limits absences from tie classroom, ensures appointments are kept and creates a less
intimidating environment for the studeant. : ' o

COMC's School-Based Services are available to any child who cempletes registration information and maEe‘s financial
arrangements, COMC accepts Medicaid, Private Medical and Dental [nsurance. We also offer a Sliding Fee Scale based on
nousehetd size and income. We have dedicated staff to assist in eligibility for our Slide Scale and to identify if your |
student is eligible for the Missouri Medicaid Program. If your child is insured, please attach & copy of the front and back of
their insurance card to the completed packet or emall a copy of the front and back of the insurance card to:
comc.clinic@eldonmustangs,org, ' '

We look forward to working with you to provide the best heélthcare experience for your child. If you have questibns or
concerns, please call: {573)392-8056 for Medical, (573)557-4220 for Dental, or send us an email to: '
come.clinic@eldonmustangs.org, :

If you would like for your child to be seen by COMC, please complete the attached regiétration packet and return it to schoo!
at your earliest convenience. ' : _

Indicate below, which services you would like for us to provide your child:
0 Medical 0 Dental o Behavioral Health

Sincerely,

(gmf/‘

Kelly Miller, CEO

/ety H 60«Q'QA . ,Q%Mfiﬁaw'




 Central Ozarks Medical Centers | ainder L
School Based Hea[thcare Sarvices ‘ ' D —
Patient Registratton A Teacher’ _

If you have questions ot need assfstance flltng‘out,any of these forms, please cali (377) 406-2662

Fafhe 4 i AN M CRERTIIT T

- Patlent’s Frst Name: Middle Inltial:‘

LR

Street Address: - . - T T T e

- Malling Address: O Same as above

EmaJE Address

Cell Phone Numbsr where Messages can be ke
Preferred’ Pharmacy City & Street:

Praferred Rhdrmagy:

Coes t'he.patignt have any problema with; QIVisian, - Hbearing , OReading. . ASpeaking ',fEﬁ(pféligf_i--“-. R

Refatlonshlp T\/pe

Phone Number'
: : CI Fother 0 Father Q Guarantor

Name ' ‘DOBY . Phone Nurnber:

Phone Numbé}? '

Phone Nurhb'er': e

Phone Number‘ 1 Relatlonshlp typa.

Neme: ~ . mn T ¥ Phane Niimparr Rafatioriship types

IS your studantls unmsured, a Cummunlty Health Worker will e reaching out to you to dlSCUSS
cbtaining insurance for your famliy and Shdlng Fee optmns* '

Please prov?de the bestcontact nimbet: -

© *Medicare Recipiants Only* T raqueét payment ofauthonzed medical benefits be made to Central Ozarks Madical Center,

(Inital) holder of madical infortdation about me fo release to the above named Medigap Insurer any information needed to. determ[n
services from this prcvtder

and also’ aufhonze any
@ benefits payahls for

The above lnformatlon is trua to the best of my knowledge. I authorize asgl
(Initial) Qrarks Medical Canter, Iunderstand that I am financially responsub!e far an
any Information required to-pracéss my clalms B

gnment of béneflts for sarvices recewed to be paid d:rectly t0 Central

¥ balance. T also authorfze COMC or fay instrance cornpany to reIease

Signature:___ - SN Date:



Datey A

Sliding VFe_"_e D'iscloft_mt Progr.am"
" Interest Form -

COMC : . Ph_one-#:

At COMC, we offei'a Sliding Fee Disﬁgé;‘gi’ﬁt Program to help reduce the cost of care for our patients.
- Eligibility is based on household size and income—and you may gualify even if you have insurance.
Please complete the following infofthation to the best of your ability 50 we can determine your eligibility:

[f you DO NOT wish to@pply for the Sliding Fee Discount Péograr R
: . , Date of Birth:

Name: .

B Héve beéen givén & opportunity to apply for the COMC Sliding Fee Discount program,
and | DO NOT WISH TO APPLY FORTHE COMC SLIDING FEE DISCOUNT PROGRAM AT THISTIME

(LALLM RN HEC

Patient/Guardian Sigr;é{ure: - Date:

b this form Will ohly be (ISe

rneet your Médical, Behavioral Health ar;d Dent

1. Isany other family member applyin :
please indicgte in fingl colummn below

s

- O Yes CINo

Are you tao sick to work l‘qr_.a_re_‘\‘/:_{}_u’di‘éél:;l‘ed?'—' Co ot

2
3’ : . I
4, Areyouunemplayed?
5

Nama in-Eamily , ,De_d_uct'ible

Annual | Applyirig for

Assistance?

[N A

| have attached proof of income for the amounts listed above. . . . ~Yes ONo .

| have proyided {dentification for household memberslisted above. .. L aaw O Yes CINo

| understand that the information [ provide on this form is subject to COMC staf? verification. | certify that the above

informaticn is true and correct to the best of my knowledge and that 1 understand & agree that providing false information can

result in me being denied ability to apply for the program; furthermore, | agree to adhere o all terms and conditions
" sliding Fee Discount Program. | will report any changes of hove Information to COM irﬁi’*"‘ﬁthﬁw

grstan
R A U T S R .
ST b E e formy nextuisit, or | Will haveto payithe full Wit

s pricewithiodis

at}most!

Patient/Guardian Signature . Printed Name Date
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FFMEDICIAL INSURANCE INFORMATION

surance Carrier:

II'billing address on back of card:

oup Number: Plan Number:

rt|c1pant’s ID Number.

|bscr!ber Name (1f dlfferentthan patrent)

1[atronsh|p to Patient: o Spouse o Parent o Step Parent

rbscnbers Blrthdate.

tbscriber's Socra[ Security Number

r.:

rbscrlber S Addres5'

Subscrzbers Phone#

AND BACK OF INSURANCE CARDS
TO! INFO@CENTRALOZARKS DRG

**FAILURE TO PROVIDE
INSURANCE/SLIDING FEE .
INFORMATION

WILL RESULT IN BEING BILLED FULL
PRICE FOR SERVICES F{EI\II?)ERED"”'c

L Insurance Carrier'
. Ful[ brlllng address
Group Number‘
: Parumpant’s ID Num

ck of carcl

PEan Number

Subscrlber Name (if drfferent than patzent)

sehold Size;

i

usehold Incofne:

| Spanish

‘o-Rudstan -
o kiainfan -
o @tﬁei":f

' 0 Leshian or; Gay

ﬁﬁyi ul R, ;15,3- 3 tdmxm. ‘.
wurrlrna&"s{%eﬁ MR -

(u} Grade Schoo!

. D Mlddle School

|:! Hetercsexua] (stranght) -

] Asra,n . ,, Sl Blsexual

1 Asian Indian? o Othier . A

2 Chi”'eée : r-.' _ erDoni't Know

afilipine ¢ o o w2 b |0 chose Mot to D:sclose "
ifopraer;ise DR ) Unknown '

1 Vistnamese

1 Other Asian )
1 Black/Afrlcan Américan )
1 Native Hawailan

1 Cther PacificIslander

3 Guamanian or Chamorro
2 Samoan

1 White -

o Hlspan cor Latmo

01 Homeless Shalter

0 Mexican/Mexican American/|

Chieanc

a Puerto Rican

g Other Hispanic, Latlno or
‘Spanish Origin

AL
s S
GHaliy o .!Med%ca_
ﬁé’e&Disé_%}*m‘f?

L}nem nloyed

o Transitional Housin

o Doubling Up

i ”%*%?"Eg@rigﬂ%‘

3]

mskﬂfﬁs&“"
G‘SEEIH
F

¥ 1o Street

21 Permanent Supportive Housing

o Non-Hispanic or Latino

[w]

None of.th’ese

o Unknown




Patlent Medlcal Hlstory

Allergies: EINKDA (No Known -D'!'tig Allergies) -

 Medicagions;

Have you aver had an adverse reactlon to Anesthesm? 0 Yes 'I:I No

If yes, pleasa explam.

: Doyou,orhaveyou evertakenBlsphosphonate(med[catmnusedforboneloss)? DYes 0 No

If yes, which one?

Haart Inﬂamrnation“ : .

- Bleading. Disordar

Artlﬂc al ‘Heart Valve

HiHEi{os|{ Y st

i . U "'-$E;_i_zfjt{res
Heart Attack. = 7] [apbHD
Stoke . - | ' Aut m

HEgh Blood Pressure : ‘Alzhelmers/ Dementla

Liver Pro_b_!_ems N

Kidney Problems | Meht"al?"‘}'%l‘eafth

Pregnant

Breastfeading

Thyroic Problams . | Imimiine System

Taking Pheitarmine

If you answered yes to any of the above, please explain:

Do you have any pertinent family medical history? ( i.e.. Cancer, Autoimmune Disorder, etc.):




(Printed Name of Minor)

Pai;:ié.n_t:'Name:* S .. .. DOB:

Central '(')?"zai_j}k_,sﬁl\dédidal Centers Pblirc;'i_esk_ﬁi!ad Congants

‘Consent to Treat: ' .

2

I __, censent for the treatment of ‘
{Printed Name of Parent/Guardian)’ - : (Printed Name of Minor)

1 attest that Thave legal responsibility for this patfent and the legal right to direct the medical treatment of this patient. I give permission for
Central Ozarks Meglcal Centers (COMC) to provide healthcare services to rmy child - WITHOUT a parent or legal guardian present. However,
Medical Services will be PROVIDED ONLY AFTER attempting to reach a parent/guardian. COMC's Behavioral Health Services WILL NOT begin
urtil an intake Is completed with.a parent/guardian. This consent allows for treatment today and ail future appointments. T understand this

" record may be given.to other providers within COMC to treat this minor as needed. 1 understand that 1will be contacted for treatment plans
or any changas in freatment. I understand that the information in my child’s healthi record is confidential and will not be released to any
unautherizad persen or agancy.-without my consent. I autherize COMC to only disclese any portion of my child’s health record to-schiocl
personiel only as It relates to my child's academic suiccess, including scheduling treatment and confirmation that my child Is recelving

services, I alitforize COMC to have access to my child's school records only t9,assist in providing necessary care tg my child. .- ..
Congent for Services: ) : ) ‘ . _
T agree to my child recelving the below School Based Services while at school, Initial ail that apply:
'Medical Services Com e C : o . -
(Initiaf)

. Dental Servicés
oral |

Behavioral Health Services.
(Initial) :

< & Teighaalth app et at

o lunderstafid TH ime by Inforiving any. . . -
COMC 3taff rhember, . 0. . T e T L T w e

« Tunderstand thatmy provider wiil document in my medical chart as
required for. Teleliaalth bitling."” Y 4

« Tundersiand the healthcare provider performing the servica Wil ok bE | SIChIN:In the sd ‘ :
different focation, therefore, f parts oFrhy Care ‘and tréatrnént require phiyslcal examination they may be conducted by other COMC providers and

Eleh sFovidar of I:may need to be re-scheduled for a face-te-face visit which could result in"a delay In service

fo-faceysit. . .. . . . . . : R

articipating In a Telehealth visit vérsus a face-to-face vistt,

Il be recordad by my provider and agree not to record any part of the visit mysealf,

i and-COMC cannot guarantes technalogy will always work, - '

T8 (e f SyfsiE | . R

d He Hght o éfu_éé;tq_ p?_ﬁit}lpqt S
ir p_ef‘s"qh w'ithron-l‘,'/ the addlt%c}haI W fariiation. -

o aeme and will be performing the servica ata

ST &t Ry pted" software e conduct its Tele ealthsd - - -
. ‘régarding the Telehealth equipment, techiiolody, etc. atanyfime. .
Tunderstand T will be informed and made aw the role of the Telehealth provider at the distant site, as well as qualified professional
ctaff at the COMC location who are golng to sonsible for follow-up-or ongolng care, and the focatlon of the distant site as wall asbe
Informed of all parties whao will be presentat eachend of the Telehealth transmission; and eonsent to have COMC staffin the exam roem to
operate Telehealth equipment, if nee ] SRR s T co oL T )

» 1understand I have the right to have appropriately trained staff immediately available to me while recsiving the T elehealth service to attend to
emergenties or other needs, I understand this is not possible if conducting & Telehealth visit from my placs of residence located within the state of
Missaurl or other teriporary locatiort within or cutside the state ofMissourl.. ' . . -

« 1understand that mandated reperting laws will be foliowad by my provider during telehealth visits

. Tundarstand that carfain stuations including emergencies are inappropriate fortelehealty, services.If Lhave an emergency, I should immediately
call 911 or ge fo the nearest hospital. . D ’ '

« Iunderstand that I or my insurance will be billed as authorized by my insurance and/or sliding fee plan.

I undefé’:‘ g _ :
Tundefstand I have thi right toask any questid

" Notice of Privacy Practices:
Wa are committed to protecting your personal healthinformation in compiiance
with the law. Our Notice of Privacy Practices detail the following:

Our pbligation under the-law with respect to your personal healthinformaticn

*

. How we may use and disclose the health Information we keep aboutyoul

. Your rights relating to your personal health Information

. Our Fghts to change our Notice of Privacy Practices

3 How to file a complaint if you beligve your privacy rights have bean viclatad
. The conditions that apply to uses and disclosures nok describad In this notice

To recelve a copy of our Notice of privacy Practices, please visit: www.centralozarks.org or send an emaii to: info@centralozarks.org



oy

Patient Name;___ - O ____DboB:

. Central Ozarks Metlical Ceiiters Policies and Consents .

Finance Policy/Raleasg of Billing Information/Assi nient 6f Bénafits:

"COMC sétves all patten& vhethaf thelyare covered by Instirance or not, When you use our setvices, you are responSIble for the cost of

thoss sarvices, If-you have insurance; You are responslble for undeistanding the limitations of your insurance coverage and are fesponsible for any
cost ghares, and dedicfibles; or non—coverecl services at the time sarvice Is provided. As a courtesy, we will bill your insurance for you, Tf tequestad, payment
plans are avall_able If.yad do not have risurance: We offer a sllcllng fee scale baseci én hlisarard slze and i incoime. You fay apply for ‘a-discount at! they rmr:lt

o assist youl’ with obtalmng lnsurance c overage I authorlze COMC and lts representatwes to release any |nformatlen they ohtaty
‘medicat lnforr_natlon ar my insurance company or thelf represenlatives to N

Ca-pays, -

Includmg
precess claim for payment. As appllcable, I authonze my Insurance prcmder to pay

COMG miay partlclp & it oie o more hé lth'lnformatlon exchanges (HIEs) and may electronlcally share your medlcal lnformatlon far treatment, payment,

healthcarg 0peratlons and other- authorized purposes, to the extent pern'utted by law, with gther partlc:lpanls in the HIEs HIEs allow yaur health caie
providers, health plan, and otfiaf authonzed racipients to eﬁ‘ c;ently access medical lnfurmatrcn necessary for your treatment payment for your cafe
lawful purposes. The types of medlcal Infermatian that may be sharad through HIEs, tnclydes, but i not limitad to: dlagnoses rhedlcations,: :
resuits, radi ology reports, hedlth plan enrollment and eligrblllty Such lnformatlon may also lnclude healﬂw lnformatlon that may ba cnnsldere
sensitive ko yau, sncludlng mental health lnformat[un, HIV/ATDs :nfarmation geneti i fon, ST D treatment test results, and family plannmg informatio
The inclusiots of your medical lnFormatmn In‘an HIE (s voluntary and subject £ o ht pzaut, If you do not ept out, we may provide your inedic n;a o
information In actordarice with applrcable faw to the HIEs In whlch we garticipate, More iriforria on on any HIE In which we partic pate and how you c;
exercisa your right to opt-cut can be found at: www, mhe-hig.org or you may calf us R (877) 406 2662, 1. you choose to opt-out of data-sharing-throue r;]
HIEs, your Information wif o longer be shared through af HIE, lncludlng fa medlcal emergency, hOWeVer, your opt -out wili not medify how your lnfagrm o
is"otherwlse accessed and rafeased to authorized Individuals in acccrdance wrth the Iaw, incliiding belng transmltted thrdugh other SECUre mechanls i, o :
fax oran equwalent technology} ‘ . ms-(Le. by

and ather
‘dllergles, lab fest
5l partlcular

£

Consent for. Patient. Pnrtal
Be proacive ln the manaQEment of your healthcarel

' ) ,\,‘ -
COMC's Patlent Portal Is a secure, web- hased, self-gervice portal.that provzdes o llne Interactlon between our patients and cur practlce Qur Patiant
Portal allows you ko submit requests for refills, referrals, viaw lab resulE sencl messages l:o your care team, view current and past statemants and -
. e (4

miuch more[

Lors
- -

':'n:lailadcfress: . . - _ Phonex: - ‘ Text: 4 Yes t:rN .

My Signature Means:

v T have rev:ewed and completed the Protected Health Information section. I understand that when.I designate another person to authorize a treatmant
decision, Central Ozarks Medical Centars may disclose Protectad Heafth Tnfarmation to the authorized person(s).

v I have reviewed Central Ozarks Medical Center's Consent for Treatment; Financa Policy/Release of Bifing Information/Ass! gnment, of Benef'ts'
Health Informatica Exchange; Mofice of Privacy Practices and Telehealth Policy,

1 T have been given the opportunity fo ask questions and all of my duestions have bean answered fully and satisfactorily. :

v [ understand that my consent will remain in effact for one year unless I notify CeMCin wiiting. T undefstand that T may e‘evoke my consent at any tlme

Notice of

By signing below, L am acknow[edgmg thatI have completed the mformatmn in this packet to the best of my know[edge
By signing below and inftialing on the above lmes, Iam acknowledgmg that I have read and understand the above information

SIGNATURE: . : : _ N ' DATE:

Printed Name of Person Signing: -

Refationship te Patient:




C{j | W’:mducmg éﬁ’i?Méf"? Hea{%hg T@;}ﬁlf\ Club (T]

Each child with a perFect exam (no cawf:tas) will be added to the Haa{t!ag Tooth Ciub
. Entry in our month!y giveaway L

. » COMC ”Hea!thy Tooth Club" .

AR Certtﬁcate aF Achrevemamt For Hea!fi«g Tazth

. 5chadl:

Student’s Name:_
Parent{s) Name:_ . Phone#__
-Em-ail:

Addreés: e

____IDO give 'perm|5510n for Ty child's plc:ture 0 be used by TOMC o their Facebook adcodnt or ahy other
nial)  publication in conjungtion with Central Ozarks Medical Canters, with the understanding that hisfher nam
will not be used with the photo nor will hé/she be identified in any cther way.

I DO NOT give permission for my ch'ild’s picture to be used by COMC
(initial) -

(=%

Parent/Legal Guardian Name (print} 7 Parent/Legal Guardian Signature

Date




