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Child/Adolescent Case History Form 

Date received at clinic: 

IDENTIFYING INFORMATION 

Child’s full name:  Preferred Name: 

Date of birth:  What is the child's primary language?  Race: 

Biological Sex: Male Female Gender Identity: Preferred Pronouns:  

Name of person completing 
0 Tc.96 0 m 



EMERGENCY CONTACT 

Primary  Emergency  Contact  

Name:  Relationship to the client: 

Home phone:   Cell phone:  Work phone: 

Address:  

City:   State:  Zip:  County: 

E-mail(s):

Secondary  Emergency  Contact  

Name:  Relationship to the client: 

Home phone:   Cell phone:  Work phone: 

Address:  

City:   State:  Zip:  County: 

E-mail(s):

SCHOOL HISTORY 

School District:  Grade: 

Name of School:  

Describe child’s school experience thus far: 

Has the child ever been evaluated for 

mailto:slhclinic@wichita.edu
http://www.wichita.edu/slhclinic


Please list allergies (drug, food, seasonal) 

PREFERRED TREATMENT TIMES 

Days and times PREFERRED (Select at least two): 

Day: Morning: Afternoon: 
Monday 8:00-12:00 1:00-5:00 
Tuesday 8:00-12:00 1:00-5:00 
Wednesday 8:00-12:00 1:00-5:00 
Thursday 8:00-12:00 1:00-5:00 
Friday 8:00-12:00 1:00-5:00 

mailto:slhclinic@wichita.edu
http://www.wichita.edu/slhclinic
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WICHITA STATE UNIVERSITY 
PATIENT/CLIENT EMAIL CONSENT FORM 

PLEASE READ CAREFULLY. THIS FORM DISCUSSES THE RISKS OF USING EMAIL TO SHARE PERSONAL HEALTH INFORMATION. 

As a patient or client of a Wichita State University Clinic, you may request that we communicate with you via unencrypted ele ctronic 
mail (email). This Fact Sheet will information of you the risks of communicating with your healthcare provider via email. Your health 
is important to us and we will make every effort to reasonably comply with your request to receive communications via email; 
however, we reserve the right to deny any request for email communications when it is determined that granting such a re quest 
would 



PRI-09 HIPAA PATIENT PHOTO/VIDEO/AUDIO AUTHORIZATION AND RELEASE FORM (rev. 11/2023) 1 

PATIENT PHOTO/VIDEO/AUDIO AUTHORIZATION AND RELEASE FORM 

NOTE: This form is NOT required for photos or videos of patients used for the purposes of treatment or diagnosis, where the photo and/or video 
becomes part of the patient’s medical record and is not used for any other purpose. The Wichita State University (WSU)       (insert name of clinic) 
is a training facility for students enrolled at WSU. It is standard procedure for appointments and treatment to be videotaped or observed by others 
for supervision and educational purposes. In addition, students and faculty present clinical cases during their academic classes. You understand that, 
regardless of whether you sign this Authorization, your health information and Media may be shared internally at WSU in classrooms and other 
teaching and consultative environments.  

SECTION A. INDIVIDUAL INFORMATION 

INDIVIDUAL’S NAME (LAST, FIRST, MIDDLE INITIAL): DATE OF BIRTH (MM/DD/YYYY): 

STREET ADDRESS (INCLUDING CITY, STATE, AND ZIP): 

PHONE NUMBER: 

SECTION B. PHOTOGRAPHY/VIDEOGRAPHY/AUDIOGRAPHY RELEASE 

I authorize the WSU       (insert name of clinic) to take photographs and/or videos and/or audio recordings, or to allow third parties to take 
photographs and/or videos and/or audio recordings (collectively, “Media”) of me for the following uses (check all that apply). You understand that 
by checking boxes below, the Media you have authorized for disclosure may be seen by members of the general public.  

For Educational or Training Purposes Within WSU 
 In presentations by WSU faculty, staff, employees, and students to 

entities or individuals within WSU, for educational or training 
purposes 

 In small group or one-on-one meetings with WSU faculty, staff, 
employees, or students for educational or training purposes 

For Public Relations Purposes Outside of WSU 
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