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	Appendix FS-EE



AUTHORIZATION TO OBTAIN CONFIDENTIAL INFORMATION

Date: 







Parent/Guardian Name: 











Address: 












I authorize







 
                                             Agency/Doctor Name

                                                     Address

        Phone Number

to release to Early Learning Connections (139 Rieger Road, Butler PA 16001, (724) 287-2761) the following information about my child,  ___________________________. 

  
                                                                                                    Child’s Name/Birthdate
· Hematocrit results

· Health and Immunization records

· Social History

· Screening and test results

· Dental Exam/Treatment

· Family Goal Planning Information

· Psychiatric/Psychological Evaluation

· IEP/IFSP Information

· Verbal Collaboration
· Other____________________________________
I understand this release of information form is effective only for the term of up to one (1) year.  
I understand that I can cancel this form at any time by putting my request in writing. 

 





  __________________________________                                                                              

                                                                                  Signature of Parent/Guardian







__________________________________


 





                      Witness
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