
Pediatric Mobile Services Consent 
Any questions, please contact us at 773-292-2629 

Child/Student Name: ______________________________Date of Birth:___/___/___Sex Assigned at birth: □M □F □lntersex  
Current Gender: □Male    □Female    □Transgender-F(MTF)    □Transgender-M (FTM)    □Other: ______________________ 
School/Site Name: ___________________________________________________________Grade Level:__________________ 
Race/Ethnicity: □Black/African American □Caucasian/White □Hispanic/Latinx □Asian □Indigenous □Other: _____________  
Phone Number: (       ) _____ - ______ □Home □Cell; Consent to: Text?: □Yes □No;   E-mall?: □Yes □No 
Email: ____________________________________________________Email address belongs to: _________________________ 
Street Address: _______________________________________________ City ___________State: ____Zip Code: ___________  
Legal Guardian(s): _____________________________________________Relationship to Student: _______________________  
Emergency Contact: □Same as above;  □Other: _________________________________Phone Number: (      ) ______-________ 
Insurance Type: __________________________________Insurance#___________________________       □No Insurance 

Student/Child's Health History: 
□No □Yes    Any allergies? Please list with reaction:______________________________________________________________
□No □Yes    Specific allergy to: Neomycin, Streptomycin, latex, gelatin, baker's yeast or eggs? (If yes, please circle)
□No □Yes    Taking medications (including asthma pumps)? If yes, list name/dose/frequency:____________________________
□No □Yes    Are there any immunizations that you do NOT want child/student to receive? If yes, list: _____________________
□No □Yes    Has child/student ever had a reaction to a vaccine? If yes, please list: _____________________________________
□No □Yes    Do you have any current health concerns about child/student? ___________________________________________
□No □Yes    Has child/student ever had surgery or been hospitalized (including pregnancy related care)?

   If so, for what and when? ________________________________________________________________________ 
□No □Yes   Has child/student seen a dentist within the last 6 months?
□No □Yes   I would like to OPT OUT of dental services provided by the Mobile Services Team (which may include: basic dental
exam, cleaning, fluoride varnish, and/or dental sealants). Opting out means student will not receive these no cost services).
□0 □1-4 □5-9 □>9   Estimated number of days per year child/student is absent from school related to medical/dental issues.
Current or past health problems: (Check boxes that apply to child/student. If no response, will assume child/student has none):
□NONE     □Broken Bones □Sickle Cell Anemia □High Cholesterol  □Bleeding Disorders □Leaming Disabilities
□Seizures   □Heart Disease/Surgery □Born Premature □Growth Concerns □Anemia (low iron)  □Asthma
□Diabetes  □Fainting/Passing out     □Concussion/Head Injury □ADHD/ADD □Depression □immunocompromised
□High Blood Pressure   □Other ______________________

Access to Services: 
Where does the child/student go to for medical services? □Clinic________________________________________□None □ER 
Where does child/student go to for cavities/fillings/cleanings? □Clinic:____________________________ □School □None □ER 
What is the biggest barrier for getting child/student to a medical or dental clinic? 

CHOOSE ONE: □Transportation □Cost □Work schedule □Insurance □Clinic schedule □Child/student's schedule 
Family Information: 
□No □Yes      Do the child’s parents, grandparents, siblings. aunts or uncles have ... (If yes, circle & write who):
Diabetes          High Blood Pressure              Asthma Heart Disease                  High Cholesterol    Growth Problem 

Consent for Services: 
I am legally able to consent to services for "Child/Student name” listed above. I have had the opportunity to read and fully 
understand the letter to guardians, the Notice of Privacy Practices, and this Consent Form. I understand risks associated with 
medical and dental services are low but do exist. I give permission for Humboldt Park Health (HPH) to perform a physical 
exam, health screenings, laboratory testing, give all recommended and required immunizations (unless otherwise noted 
above) and dental services (unless noted above). Dental services may include: basic dental exam, cleaning, fluoride 
varnish, and/or dental sealants. I understand that physicians and other health care professionals in training may, under 
appropriate supervision, participate in treatment, and I consent to their involvement. I give permission for the school/site to 
identify my child at time of service if my child cannot identify themselves. I acknowledge and agree that HPH may receive, use 
and disclose information concerning the child/student's care, prescription medications and health care coverage for treatment, 
payment and provision of health care operation. I acknowledge that HPH Mobile Services may visit my child's school more than 
once and give permission for my child/student to be seen at any time. I have received a link to the Vaccines Information 
Statement (https://www.cdc.gov/vaccines/hcp/vis/current-vis.html).I also give permission for information regarding these visit(s) 
or associated follow-up to be shared with my child/students' school/site for up to 1 year. I consent to participate in ICare (Illinois 
Comprehensive Automated Immunization Registry Exchange). Lastly, I give permission to contact me via phone, text or email 
(unless otherwise noted above) and will assume responsibility for any recommendations regarding follow-up needs. 

Signature: X______________________________________________________________________Date___/____/___________ 
Relationship: __________________________________(Consent valid 1 year; if not dated, valid from one year of date received) 



Tuberculosis (TB) Risk Assessment* 

Child's Name: __________________________________________    Date of Birth: _________________________ 

1. Does the child have any symptoms of TB (cough, fever, night sweats, loss of appetite, weight □Yes □ No

loss or fatigue)? If YES, circle symptoms

2. Has your child been exposed to anyone with tuberculosis disease? □Yes □ No

If yes, who? _____________________________________And when? ___________ 

3. In what country was the child born? ____________________________________________

a. If born outside of the US, when did he/she arrive in this country: _____________________

b. If born outside of the US, has he/she ever been given the BCG vaccine? □Yes □ No □ Unsure

4. Has the child lived or traveled to a country outside the US for more than 1 month? □Yes □ No

If yes, what country? __________________When? _________________How long? ______ 

5. Has anyone living with the child come to the US from another country? □Yes □ No

If yes, who, what country and what year? __________________________________________ 

6. Does your child spend time with anyone who, in the last 5 years, has been homeless, in jail, □Yes □ No

in a homeless shelter, is a migrant farm worker, uses illegal drugs, or has HIV?

7. Has the child/teen ever been in jail? If yes, when? ________________________________________    □Yes □ No

8. Does the child have a history of immunosuppressive disease or take any medications that □Yes □ No

might cause immune-suppression (for example: cancer, sickle cell disease, lupus, HIV)?

If yes, what? _________________________________________________________________ 

9. Has your child received a test for TB (blood test, skin test or Chest x-ray)? □Yes □ No □ Unsure

If yes, When? _____________Results: □normal □abnormal 

10. Has your child ever had tuberculosis? If yes, when __________________ □Yes □ No □ Unsure

X _________________________      X______________________________  X _________________ 
            (Parent Printed Name)                                (Parent Signature)            (Date) 

Interpretation (For use by clinic staff only): 

Reviewed by: _____________________________________            Date: __________________ 

Is the child at risk for TB?                              Yes               No 

□ Referral for Skin Test (PPD) □ Referral for CXR □ Referral for blood work

Humboldt Park Health Care-A-Van 

1044 N Francisco Ave, Chicago, IL 60622 

careavan@lhph.care, (773) 292-2629 

*Answers on this form will only be used to determine your child's risk for health problems, especially TB - a lung disease that is more common in some countries and in people with immune system problems. 

mailto:careavan@lhph.care


1044 N Francisco Ave, Chicago IL 60622 (312) 824-6765www.hph.care

The Humboldt Park Health Pediatric Care-A-Van is an initiative that delivers preventive medical care
to underprivileged children in the Chicago area. This fully-equipped mobile health unit operates within
the city, visiting public and parochial schools, day care centers, and community organizations. Its
primary objective is to provide free health screenings and comprehensive medical services to
school-age children, promoting their well-being and ensuring a healthier future.

Pediatric 
Care-A-Van

If your school or
organization is interested
in having HPH's Pediatric

Care-A-Van Unit visit,
please email us at

careavan@hph.care

Our services include:
Physical Exams  
Hearing & Vision Screening
Lead Testing
Vaccines

Our mobile unit reaches children within our communities: 
For children ages 0 - 22 
All of our services are free of cost 
No Insurance required
Our team speaks English & Spanish
Free Vaccines if eligible (Medical card or no insurance)

Hemoglobin Testing
Vital Signs 

Blood preasure, weight, etc
TB Risk Assestment
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