
Penn Highlands’ School-Based Telemedicine Program 

 
Penn Highlands is excited to be working with Brockway Area School District to offer parents and 

students a new option for pediatric care. Through high-definition telemedicine video and 

communications equipment, the school nurse can connect with a Penn Highlands physician for 

evaluation. This will make healthcare for children more convenient and accessible, avoid delays in 

treatment, and enhance learning by decreasing absenteeism.  

How does this program work? 

With the parent’s consent, a physician from Penn Highlands will perform an assessment alongside the 

school nurse. The school nurse will first evaluate the student in person. If the nurse determines the child 

could benefit from further evaluation, they will contact the parent to obtain verbal consent to proceed 

with a telemedicine visit and invite them to participate if available. The physician will complete an 

assessment of the student. The school nurse will assist the physician during the evaluation through the 

use of special equipment. The provider will have the ability to listen to heart and lungs with a digital 

stethoscope. The physician can closely examine the student’s ears, throat, rash, or abrasions with high – 

definition cameras.  

Upon completion of the evaluation, the physician will give instructions for follow-up care and submit an 

order to your pharmacy of choice for prescription medications, if needed. A record of your child’s visit 

will be kept in their medical record at Penn Highlands for future reference.   

 
Who is eligible? 

All students in the Brockway Area School District are eligible to enroll in the school-based telemedicine 
program.  

 
What are examples of conditions that could be evaluated? 

- Earaches 

- Fever 

- Coughs and colds 

- Rashes and minor skin infections 

- Abrasions and scrapes 

- Strep throat and Influenza 

- Headaches 

- Pinkeye 

There are medical needs that will require an in-person evaluation by a medical provider. You may be 

asked to schedule an appointment with your child’s primary care physician directly if evaluation by 

telemedicine isn’t sufficient for diagnosis.  

 

How do I enroll my child in this program? 

The first and most important step is to complete the required informational and consent forms to enroll 

your child in the school-based telemedicine program. Forms must be filled out for each student that 

attends Brockway Area School District. Completed paper forms should be given to the school nurse.  



What is the cost? 

There is no cost to enroll in this program. If your child has a visit, Penn Highlands will bill your insurance 

and any required co-pay amounts after the visit.  

 

When will health services be available? 

Medical services will be provided during the school day with the exception of school closures.  

 

How will I know if my child has a telemedicine visit? 

When a student presents to the school nurse’s office, the nurse will assess the student’s condition and 

contact the parent or legal guardian to discuss if it is appropriate to have a telemedicine visit. For a 

telemedicine visit to take place, the required forms should have already been completed and on file at 

the nurse’s office. Parents/guardian will also give verbal consent to the nurse to proceed with a 

telemedicine visit.   

 

Does a parent/guardian have to be present for the telemedicine visit? 

Parents are welcome and encouraged to attend virtually but it is not required. Parents that are able and 

want to participate will be sent a link to join the video visit.  

 

Will my child still be seen by the school nurse if I choose not to participate in the program? 

Yes, if you choose NOT to sign your child up for the School-based telemedicine program, they will 

continue to receive all school nursing services currently being provided at your child’s school.  

 

Please return the following documentation to your school nurse or complete electronically: 

1. Telemedicine Consent and Acknowledgements – Authorizes a Penn Highlands’ Provider to 

evaluate and treat your child by telemedicine.  

2. Registration Form – Demographic and insurance information for your child.  

3. Patient Information and Medical History Form – Medical history and general health information 

for your child that the Penn Highlands provider will reference during your child’s visit.  

4. Notice of Privacy Practices – Detailed handout regarding Penn Highlands’ Privacy Practices for 

parent/guardian to keep. Do no need to return. 

 

 

 

 

 



1. Telemedicine Consent and Acknowledgements 

By signing this form, I understand the following: 

1. I understand that the laws that protect privacy and confidentiality of medical information also 

apply to telemedicine, and that no information obtained in the use of telemedicine which 

identifies me or my child will be disclosed to researchers or other entities without my consent. 

2. I understand that I have the right to withdraw my consent to the use of telemedicine in the 

course of my child’s visit at any time without affecting their right to future care or treatment.  

3. I also understand that if the provider believes my child would be better serviced by a traditional 

face –to-face encounter, they may, at any time stop the telemedicine visit and recommend a 

face-to-face visit.  

4. I understand that I may expect the anticipated benefits from the use of telemedicine in my 

child’s care, but that no results can be guaranteed or assured.  

Patient/Guardian Consent to the Use of Telemedicine: 

I have read and understand the information provided above regarding telemedicine, and my questions 

have been answered to my satisfaction. I hereby give my informed consent to the use of telemedicine in 

my child’s care.  

Promissory Note and Authorization to Pay: 

I authorize Penn Highlands Healthcare to release information to insurance carriers concerning my child’s 

illness and treatments for the purpose of payment. I accept all payments for medical services rendered 

my child. I understand I am responsible for any amount not covered by my insurance including co-pays, 

deductibles, and non-covered services.  

Patient Rights and Responsibilities: 

I further acknowledge I have received a copy of Penn Highlands Healthcare’s Notice of Privacy Practices. 

I hereby authorize Penn Highlands Healthcare to use telemedicine in the course of my child’s diagnosis 

and treatment. 

Student Name: _____________________________________________________________________ 

Date of Birth (MM/DD/YYYY): ____________________________ 

Signature of Parent/Guardian: _________________________________________ 

Printed Parent/Guardian Name: _______________________________________ 

Relationship to patient: __________________________________ Date: ________________________ 

 

Signature of Patient (18-year old or emancipated minor): ______________________________________ 

Date: ____________________________ 

 



2. Registration Form 

Patient Information 

Child’s Name: Last Name: ________________________ First Name: _____________________ MI: _____ 

Date of Birth (MM/DD/YYYY) ____________________ Age: _______    Sex: □ Male □ Female 

Child’s Address: 

 

 

Preferred Pharmacy: ___________________________ Pharmacy Phone No: ____________________ 

 

Student Grade: ___________________   

 

Parent/Guardian Information:  

Name of Mother: ____________________________________________ Home Phone: ______________  

Work Phone: ________________________  Cell Phone: ____________________________ 

Mother’s Email Address: ________________________________________________________________ 

 

Name of Father: ___________________________________________ Home Phone: ________________  

Work Phone: _______________________  Cell Phone: _____________________________ 

Father’s Email Address: _________________________________________________________________ 

 

Name of Other Guardian: ___________________________________ Home Phone: _________________  

Work Phone: ______________________  Cell Phone: ______________________________ 

Other Guardian’s Email Address: __________________________________________________________ 

 

Best Emergency Contact (if the above can’t be reached): _____________________________________  

Relationship to child: _____________________________  Phone: _________________________ 



Insurance Information: I hereby give my permission for Penn Highlands Healthcare to bill my 

insurance as follows: 

Primary Insurance Information  

Insurance Name: _______________________________________________________________________ 

Insurance Address: _____________________________________________________________________ 

Insurance Phone: ______________________________________________________________________ 

Policy Holder Name: ____________________________________________________________________ 

Policy Holder’s Relationship to Child: _______________________________________________________ 

Policy Holder Date of Birth (MM/DD/YYYY): _________________________________________________ 

Insurance ID: __________________________________________________________________________ 

Group Number: ________________________________________________________________________ 

 

Secondary Insurance Information  

Insurance Name: _______________________________________________________________________ 

Insurance Address: _____________________________________________________________________ 

Insurance Phone: ______________________________________________________________________ 

Policy Holder Name: ____________________________________________________________________ 

Policy Holder’s Relationship to Child: _______________________________________________________ 

Policy Holder Date of Birth (MM/DD/YYYY): _________________________________________________ 

Insurance ID: __________________________________________________________________________ 

Group Number: ________________________________________________________________________ 

 

 

 

 

 



3. Patient Information and Medical History 

 

Patient Name: ________________________________ DOB (MM/DD/YYYY):___________________ 

 

Primary Care Physician: _______________________________ PCP Phone: ________________________ 

 

ALLERGIES 

As far as you know, is your child allergic to any medications? YES _____ NO _______ 

If YES, which medications, and what kind of reactions has he or she had? ____________________ 

 

 

Any milk or food allergies? _____________________________________________________ 

 

HEALTH HISTORY (please check all that apply): 

□ ADD/ADHD    □ Obesity 

□ Anemia     □ Otitis media 

□ Asthma     □ Seizures 

□ Cancer     □ Sickle cell anemia 

□ Diabetes mellitus   □ Strep throat (recurrent) 

□ Headache    □ UTI 

□ Hearing loss    □ HIV/AIDS 

□ Meningitis    □ Other _______________________________ 

 
SURGICAL HISTORY (please check all that apply): 

□ Abdominal surgery   □ Meckel’s diverticulum 

□ Appendectomy    □ Tonsillectomy 

□ Ear tubes    □ Umbilical hernia 



□ Eye surgery    □ VP shunt 

□ Fracture surgery   □ Lymph node biopsy 

□ Other ________________________     

 

Please tell us about any health conditions marked on the prior list or any other concern’s you may have 

about your child’s health: 

 

 

 

CURRENT MEDICATIONS:  Name  Dosage  How Often Taking 

 

 

 

 

 

 

In signing this form, I am stating that the following information that I have provided is accurate and 

up-to-date.  

Parent Signature: _________________________________________________________ 

 

Date: ___________________________ 

 

 

 

 

 

 



4. Notice of Privacy Practices 

Your copy – Do not need to return 
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