
Student Registration Information 

Before your student can receive the 
services offered by the Wellness Center, a 
parent/legal guardian registration packet 
must be signed and on file in the Center. 

Please register your child by signing the 
registration, consent, and HIPPA forms, and 
returning them to the Wellness Center. 

Our relationship with the patients and their 
parents is very important.  We strongly 
encourage and welcome the involvement of 
parents and guardians. 

For care after hours, please call your 
regular doctor or clinic.  The Children’s 
Mercy Hospital offers 24 hours a day, seven 
days a week a nurse triage line for their 
patients at 816-234-3188. 

For life threatening emergencies, please call 
911 or go to the closest emergency room. 

All care received outside the Wellness 
Center is the financial responsibility of the 
student and their family. 

Participation in the Wellness Center is 
voluntary, and you may withdraw 
permission at any time in writing. 

Please make sure that your contact 
information is current so we can obtain 
consent when needed. 
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Return this form to 
the Wellness Center 
or University 
Academy’s Central 
Office.  Please do 
not give this form to 
your child’s teacher 
or other school 
staff. 



Dear Parent/Guardian: 

The Wellness Center provides no cost 
health services for all registered 
students.  This is a separate service 
from the school nurse and requires 
completion of this form.  The University 
Academy Wellness Center is staffed by 
Children’s Mercy Hospital (CMH) 
employees. 

As a student, University Academy 
provides the following services for all 
students registered in the clinic: 

 Sports physicals

 Minor illness & injury

 Mental health evaluation &
referral

 Chronic disease management
such as for asthma

And for adolescents: 
(unless excluded by parent/guardian on 
registration form) 
 Birth control

 Sexually transmitted disease
screening & treatment

 Substance abuse screening &
referral

Minors may consent without permission 
from a parent or guardian for pregnancy 
testing, sexually transmitted disease 

screening & treatment, and for 
substance abuse evaluation. 
An annual consent form must be on file 
in the Wellness Center. 

You will be contacted for your consent 
for us to examine and treat your child 
when your consent is required. 

The Wellness Center will continue to 
obtain insurance information for clinic 
report purposes only.  Insurance will not 
be billed.  Families without insurance 
will be contacted for available 
resources. 

All services are provided in a 
confidential manner, and the records for 
the Wellness Center are maintained 
separately from the student’s school 
records.  The records of care received in 
the Center by CMH staff are the 
property of CMH.  Requests for these 
records must be made through the 
medical records office at the Hospital. 

It is important to have a medical home.  
Wellness Center personnel are happy to 
work with your doctor’s office to provide 
the best care.  If you are looking for a 
regular doctor, please talk to the 
Center’s personnel. 

If you have any questions about the 
services provided by the Wellness 
Center, please call 816-412-5978. 

Grade 6-12 Registration 

I give permission for: 
______________________________________ 
(Please Print Student’s Name) 

Date of Birth  _______________________ 

Gender (circle) Male Female 

Parent/Guardian home phone #______________________ 

Parent/Guardian work phone #_______________________ 

Parent/Guardian cell phone   #_______________________ 

Insurance _________________________ 
Insurance ID # ______________________ 
Parent/Guardian responsible for 
insurance_______________________________ 

I understand the purpose of the Center and agree for 
my child to receive all the services, except for (please 
be specific): 

______________________________________ 

________________________________ 

Unless I write exceptions, I understand that my child 
may consent without my permission for pregnancy 
testing, sexually transmitted disease screening & 
treatment, and for substance abuse screening & 
treatment as allowed by state laws.  Persons 18 years 
and older may consent for any services. 

My child’s regular doctor/clinic is: 
______________________________________ 

Parent/Guardian Signature 
______________________________________ 

Printed Name ______________________ 
Relationship _______________________ 
Date ____________________________ 








