
Community Healthcare Network  
 School-Based Health Center, Room 240 

Seward Park Campus 
 

 

Dear Parent: 
 

Community Healthcare Network School-Based Health Center (SBHC) provides health services at the 
Seward Park Campus. The health services listed below are provided at no cost to you, even if your 
child does not have insurance. The SBHC is allowed to bill the insurance. However, 
parents/guardians will not be charged for any services.  
At the SBHC, your child can get: 

 
 School physicals (check-ups)  Sports physicals 

 Medicine and lab tests  Age-appropriate reproductive health 
services   

 Vaccines (shots)  Mental health services 

 Treatment of health problems  Nutrition services 

 Treatment for emergencies/injuries  After hours phone service 7 days a week 

 
The Community Healthcare Network SBHC at Seward Park Campus does not replace your 
child’s doctor or change your insurance. Your child can still see their doctor while also getting 
care at our school-based health center. 
If you want your child to get services at Community Healthcare Network SBHC at Seward Park Campus: 

1. Please read and fill out the Parental Consent Form. 
2. Please have your child take the signed form to their school’s principal’s office. Or they can bring 

it to the Health Center in Room 240. 
 

We look forward to meeting you and offering health services for your child by our licensed 
professionals! To learn more, please visit us or call 212-634-7550 from 8:00a.m - 4:00p.m. 

 
 

Sincerely, 
Seward Park Campus School-Based Health 
Center 

 

 
  Angelina Almonte, SBHC Program Manager 
  Stacey Cacciola, MD Director of Pediatrics 

Ellen Hollander-Sande, DNP, FNP-C, 
CLC Family Nurse Practitioner  
Shelly Co, DO Mental Health Psychiatric   
Hina Afridi, LMSW Mental Health 
Therapist

 

                            Robert Hayes 
President/CEO 
Community Healthcare Network 
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Updated: 7/24/2023                                                                                                                                                      

Your Childs Health 

This form asks about your child’s health. It will help us give your child the best care possible. Please fill out this 
form and take it to the School Based Health Center in Room 240. 

 

Your Name: ___________________________________________      Todays Date: __________/___________/___________    
                                                                                                                                                                                Month               Day                     Year 

Your Relationship: ___________________________________                                                

 
Child’s Information 

Childs Name: ____________________________________________           School: ________________________________ 

Birthday: ___________/___________/___________                                Age:__________  Grade:____________ 
                               Month                  Day                     Year 

In the past year, did your child see a: 

Doctor?   

Dentist?  

Does your child currently take any medicine, 
supplements, or herbs? Write down any medicines 
your child takes. Write down medicines that you got 
from your child’s doctor and medicines you buy at the 
drug store. 
 

Medicine Reason Taken 
  
  
  
  

Your Child’s Health Problems 
Check any health problem your child has: 

 ADHD (Deficit Hyperactive Disorder 

 Asthma 

 Chicken Pox 

 Depression or other mental health problems 

 Diabetes 

 Heart Problems 

 

 

 High Levels of lead 

 Learning Disability 

 Positive PPD, Tuberculosis, BCG Vaccine 

 Rheumatic fever 

 Seizures or Epilepsy 

 Other Problems: _________________________________________________________________________________________________ 

________________________________________________________________________________________________________________________ 



Updated: 7/24/2023                                                                                                                                                      

Family Health Problems 
Some health problems run in families. Check any problems that a person in your family, like a mother, father,  
sibling, grandparent, aunt or uncle has or had. Also write down that person’s relationship to your child. 

Health Problem Relationship to Child 

 A blood illness or stroke _____________________________________________ 

 Cancer: Type____________________________________ _____________________________________________ 

 Depression or other mental health problems _____________________________________________ 

 Diabetes _____________________________________________ 

 Early Death (before age 45) _____________________________________________ 

 High Blood Pressure, heart attack, or other heart 
problem ______________________________________ 

_____________________________________________
_ 

 Other Problem: __________________________________________________________________________________________ 

 

Who lives with your child? You can check more than 
one. 
 

 Mom                          Legal Guardian 

 Dad                            Sister 

 Stepmom                 Brother 

 Stepdad                    

 Other Adult: ____________________________________ 

In the past year, have there been any of these changes 
in your family? Check the box if anyone in your 
child’s family:  

  Lost a job                          Had a baby 

 Got Married                      Got really sick 

 Got Separated                  Died 

 Got Divorced                    Went to a new school 

 Other life change: _______________________________ 

Do you have any concerns about your child’s health or lifestyle?  

_______________________________________________________________________________________________________ 

_______________________________________________________________________________________________________ 

Is there anything else you want to tell us about your child? 

_______________________________________________________________________________________________________ 

_______________________________________________________________________________________________________ 
 

For Clinic  

Use ONLY 
Questionnaire received by: ______________________________________ on ______________ 
                                                                                     Provider Signature                                       Date 

Appointment needed/given (note date): ______________________         

 


