 SEQ CHAPTER \h \r 1
Permission for

Exchange of Information

 SEQ CHAPTER \h \r 1
Regarding my child, ________________________________________________, I authorize and request the following exchange of information between _________________________________________ (during the course of treating my child) and these individuals/groups including: psychiatric, drug, alcohol, mental or emotional disorders, and confidential files:

( pediatrician: ______________________________________________________________________( other doctor(s): ______________________________________________________________________( teacher: ______________________________________________________________________

( other school personnel, such as principal, guidance counselor, other teachers



( Safe Child Coalition, Resource Connection, Whole Child Project



( Early Steps, Early Intervention Program, Young Children & Family Connection



( child’s mother, father, grandparent, other: __________________________________



( therapists (OT, PT, speech, psych.): 

______________________________________________________________________

( other: ______________________________________________________________________

( other: ______________________________________________________________________



for the sole purpose of assisting with and improving my child’s care.

______________________________________________________________________________

(Parent or guardian)





(Child’s full name and birthdate)

______________________________________________________________________________

(Witness)






(Date)






