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Special Services Release
Date: _____________________
Parent/Guardian Name: __________________________________________________________________________	
Address: _________________________________________________________________________________________
Phone: ______________________________________
I authorize Early Learning Connections (139 Rieger Road, Butler PA, 16001) to OBTAIN AND/OR RELEASE confidential information about my child __________________________________________________ from/to                                                                                                                                                                                    	(Child’s Name/Date of Birth)

Agency: _________________________________________________________________________________________
                       Phone: ____________________________________
                        Fax: ______________________________________
· Screening/Test Results
· IEP/IFSP Information
· Psychiatric/Psychological Evaluation
· Verbal Collaboration
· Other____________________________________

Please acknowledge the following...
· 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. 

[bookmark: _Hlk198786639][bookmark: _Hlk198797546]*Signing this form indicates your permission for Collaborative Service Providers to implement your child’s IEP, Behavioral Health Treatment Plan, Transportation Service or other physical health services while attending the Early Learning Connections program. Your signature exempts Early Learning Connections from supervision of your child while receiving services from Collaborative Service Provider. The service providers are not employees of Early Learning Connections and there is no knowledge of the provider’s qualifications and/or credentials.  
Parent/Guardian Signature: _______________________________________________________________________
Date: ____________________________________________
Staff Signature: ___________________________________________________________________________________	
Date: _____________________________________________		
*Original in child file and copy in release binder		
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