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DARE COUNTY

SCHOOLS

Acknowledgement of Expectations for the School-Based Urgent Care Telehealth Services

Dare County Schools, in partnership with Dare County DHHS and Surf Pediatrics and Medicine, is excited to
introduce a new School-Based Urgent Care Telehealth Program. The program is designed to help students receive
timely, convenient urgent healthcare for common illnesses and minor health concerns while remaining at school,
whenever possible.

With the support of the DHHS School Nurses and collaboration with Surf Urgent Care, this service will connect DCS
students with licensed healthcare providers through secure virtual visits conducted in a confidential location within
the school. As part of the registration process, parents/guardians are asked to read through this information and
acknowledge the expectations for participation in the program.

How It Works
After completing the paperwork, should your student come to the school nurse during the school day:
1.The school nurse will assess the student and determine whether an urgent care visit is appropriate. The parent
or guardian will be contacted for verbal consent, at this time.
2.The nurse may be able to facilitate connecting the student with a medical provider through a secure virtual
visit, while the student is at school.
3.The healthcare provider will evaluate the student and provide recommendations for care.
4.Per provider recommendations, the student may either return to class or receive an excused absence from
school. Orders for medications may be sent to a local pharmacy, as needed.

Common Conditions That May Be Evaluated Through Telehealth

Upon nursing assessment and recommendation, students may be treated through telehealth for conditions that
arise during the school day related to sore throat, ear pain, minor eye irritation/redness, minor rashes and skin
conditions, cold/flu symptoms, minor allergies, and mild stomach issues. Parents or guardians should continue to
follow protocol for contagious ilinesses and not knowingly send their student to school with a fever, active cough,
vomiting/diarrhea, or any other condition that may risk the health of other students and faculty.

Parent/Guardian Communication

Parents or guardians will be contacted for verbal consent before the visit and, when appropriate, may be
contacted during the telehealth visit. After the visit, families will receive information regarding provider
recommendations and any follow-up care needed. It will be the responsibility of the parent or guardian to ensure
that schools have updated and working phone numbers and email addresses on file throughout their student’s
enrollment in the telehealth program.

Important Information

« Participation is completely voluntary and a parent/guardian may remove their student from the program, at
any time, by notifying the school nurse in writing.

* Telehealth is intended for non-emergency medical concerns only and cannot be utilized for routine
maintenance of conditions treated by the student’s primary care provider (i.e. asthma, ADHD, POTS, etc.)

* For injuries or any other condition not identified above, students will be referred for in-person urgent care or
primary care provider appointments. Students experiencing emergencies or severe iliness will receive standard
school emergency care procedures.

Student Name: Student Date of Birth:

Parent/Guardian Name: Parent/Guardian Signature:

Date:
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Virtual Telehealth Consent Form

Virtual telehealth/telemedicine involves the use of electronic communications to enable health care
providers and their clinical care team at different locations to share individual patient medical information
for the purpose of improving patient care. The information may be used for diagnosis, therapy, follow-up
and/or education. Virtual telehealth/telemedicine requires transmission, via internet or tele-communication
device, of health information, which may include:

* Progress reports, assessments, or other intervention-related documents
- Bio-physiological data transmitted electronically
« Videos, pictures, text messages, audio and any digital form of data

The laws that protect the privacy and confidentiality of healthcare information also apply to virtual
telehealth/telemedicine. Information obtained during virtual telehealth/telemedicine that identifies my
student will not be given to anyone without my consent except for the purposes of treatment, education,
billing, and healthcare operations.

Parent/Guardian Initials

_____ | hereby request and authorize Surf Pediatrics and Medicine, PC clinicians and Dare County Public Health
personnel (school nurses) to perform medical and diagnostic services which are deemed advisable by the clinician.

_____ | understand that Surf Pediatrics and Medicine, PC originates and maintains health records describing my
student’s health history, symptoms, examination and test results, diagnoses, treatment, and any plans for future care or
treatment.

_____ | understand that, with the exception of the DHHS Medical History Update, the health records described above
will not be kept on file with my student’s school or school nurse.

_____ | understand that Surf Pediatrics and Medicine, PC originates and maintains health records describing my
student’s health history, symptoms, examination and test results, diagnoses, treatment, and any plans for future care or
treatment.

_____ | understand that virtual telehealth/telemedicine involves the communication of my student’s medical health
information in an electronic or technology-assisted format and consent to sharing my student’s protected health
information as more fully described in Surf Pediatrics and Medicine Notice of Patients’ Rights and Responsibilities, Surf
Pediatrics and Medicine Notice of Privacy Practices and Surf Pediatrics and Medicine Online
Interaction/Communication Policy.

_____ I understand, agree, and expressly consent to Surf Pediatrics and Medicine obtaining, using, storing, and
disseminating to necessary third parties, information about my student, including their image, as necessary to provide
the virtual telehealth/telemedicine services.

____ lunderstand that | have the right to request restrictions as to how my student’s health information may be used
or disclosed, and that the organization is required to agree to the restrictions requested. | request the following
restrictions to the use or disclosure of my student’s health information (blank, if none requested):

_____ As with any internet-based communication, | understand that there is a risk of security breach. Electronic
systems used will incorporate network and software security protocols to protect the confidentiality of patient
identification and imaging data and will include measures to safeguard the data and to ensure its integrity against
intentional or unintentional corruption.



_____ Authorized individuals may also be present and have access to their information for the virtual
telehealth/telemedicine session. This is so they can operate or repair the video or audio equipment used. These persons
will adhere to applicable privacy and security policies.

_____ | hereby release and hold harmless Dare County DHHS, Dare County Schools, and Surf Pediatrics and Medicine
and all members of my student’s care team from any loss of data or information due to technical failures associated
with the telehealth/telemedicine service.

_____ I understand and agree that the health information that my student provides at the time of their service and
information provided to the school nurse prior to their appointment may be the only source of health information used
by the clinicians during the course of their evaluation, and that such professionals may not have access to my student’s
full medical record or information held at other facilities.

_____ | understand and agree that a medical evaluation via telehealth may limit the Surf Urgent Care provider's ability
to fully diagnose a condition or disease. As the patient representative, | agree to accept responsibility for following the
healthcare provider’'s recommendations—including further diagnostic testing, such as lab testing or an in-office visit.

By signing below, | certify that | am the legal representative of the participant. | have carefully read and
understand the above statements. | have had all my questions answered and | understand that this
informed consent will become part of my student’s school and medical record.

Student Name: Student Date of Birth:

Parent/Guardian Name: Parent/Guardian Signature:

Date:
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STUDENT PATIENT INFORMATION

Student Name: Male/Female DOB:

Primary Cell Phone: Who:

Mailing Address:

Email Address:

PARENT/GUARDIAN INFORMATION

Parent #1: Parent #2:

Relationship: Relationship:

Phone: Phone:

DOB: DOB:
MEDICAL INFORMATION

Primary Care Provider:

Pharmacy: Location:

Allergies to Medications:

INSURANCE INFORMATION

Primary Insurance:

Policy Holder Name: Policy Holder DOB:

Please provide a copy of your insurance card when returning this paperwork.

Parent/Guardian Signature: Date:
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FINANCIAL STATEMENT FOR INSURED TELEHEALTH STUDENTS

I understand that telehealth billing information is collected in the same manner as a regular office visit. | have
requested medical services from Surf Pediatrics and Medicine, PC, “doing business as” Surf Urgent Care, in
collaboration with Dare County Department of Health & Human Services and Dare County Schools. These services
are provided on behalf of my student and | understand that by making this request | become responsible for any
charges incurred in the course of the treatment.

| hereby authorize and direct my insurance carrier(s), including Medicaid, Medicare, private insurance and any
other health/medical plan, to issue payment check(s) directly to Surf Pediatrics and Medicine, PC for medical
services rendered to my student. Care provided by Dare County DHHS nurses (school nurses) will not incur any
charges nor be billed to your student’s insurance provider. According to your student’s insurance plan, you are
responsible for any and all co-payments, deductibles, and coinsurances incurred with Surf Pediatrics and
Medicine, PC. The Surf Pediatrics and Medicine, PC financial policy is listed below:

Parent/Guardian Initials

_____ Parents or guardians will be responsible for verifying health insurance coverage for telehealth visits. Services not
covered by the student’s insurance will be billed as self-pay.

_____ Copays, deductibles, and coinsurance are due after Surf Pediatrics and Medicine, PC receives the insurance
Explanation of Payment (EOP) for each telehealth visit.

_____ To complete registration in the telehealth program, parents/guardians must either provide a valid payment
method (Visa, Mastercard, or HSA card) or establish a payment plan with Surf Pediatrics and Medicine, PC billing
department. After claims are processed, any patient responsibility will be either charged to the card on file or processed

through the agreed upon method.

All credit card transactions will be a 4% service fee as of 1/1/2026.

PAYMENT INFORMATION
e e ~ e e
_ ) U ) U U
Credit Card: (circle one) VISA MASTERCARD AMERICAN EXPRESS DISCOVER HSA

Card Holder's Name: (first and last)

Card Number: this cannot be sent via email, please call 252-255-5321 to provide number

Billing Address:

By not providing a credit card number above, | am requesting to setup an alternate payment plan. | agree
to contact Surf Pediatrics and Medicine, PC billing department at 252-255-5321 and acknowledge that this
must be done before my student will be enrolled in the telehealth program.

Student Name: Student Date of Birth:

Parent/Guardian Name: Parent/Guardian Signature:

Date:



Jodi Wyant
Highlight
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