
Lorain City Schools  School Based 
Supplemental Health Services.  This one form replaces many of the 

 
choose to take part in these added services.  Some Supplemental Services may not 

 
about service ability.)  

 

Male  Female    Yes  No
 Black or African American  White Asian

 

 English   Spanish  Russian Turkish  Kinyarwanda  French  

1 7

2 th & 12th 8
3 9

4  MMR  Varicella 10

5 Well visits and sick visits 11



the cost of care. Some School Based Supplemental Health Services are provided at no cost to families whether or not a 

1. 2.

3. 4.

x x x

 Printed Name Date
x x x

 Date



First Name MI Nickname Social Security # Birthdate

City State Zip

 Family Friend

First Name MI Social Security # Birthdate

Insurance Company  

 

 

Date of Birth  

 

 

 

 

Insurance Company  

 

 

Date of Birth  

 

 

 

Managed Care ID#  

  CareSource

  Molina Healthcare

 Ohio Medicaid #  



Does your child have any allergies?  Yes  No 
Allergies

Does anyone at home smoke
or vape?

  Yes   No Indoors?    Yes   No Outdoors?    Yes   No

 
My child has not
months

Mother
Father
Grandmother

Grandfather

Brother
Sister

    Yes   No   Yes   No
   Yes   No   Yes   No

Date of last seizure:  
   Yes   No   Yes   No

   Yes   No Asthma   Yes   No
   Yes   No

In the last year
  Yes   No

   Yes   No    Yes   No
Sickle Cell Disease   Yes   No   Yes   No

   Yes   No   Yes   No
   Yes   No Kidney disease   Yes   No

   Yes   No   Yes   No
   Yes   No    Yes   No
   Yes   No   Yes   No

Endocrine disorder   Yes   No
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