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HEAD START HOME-BASED PARENT PERMISSION FORM

Child’s Name: 							 DOB: 					

Has your child ever received a hearing, vision, learning or behavior diagnosis? 

___ Yes ___No   If Yes, please indicate what agency/Dr office who provided you with that        
                            diagnosis__________________________________________________ 

Is your child currently under the care of an Ear, Nose, and Throat Specialist? 
___ Yes ___No   If Yes, please indicate what agency/Dr office __________________________

Does your child currently have tubes? 

___ Yes 	___No


Permission to Screen and Assess (Circle choice)

Yes   No     -Ages & Stages Questionnaire (ASQ :3)  

Yes   No     -Ages & Stages Questionnaire : Social Emotional (ASQ :SE 2)         
      
Yes   No     -Vision Screening-Spot

Yes   No     -Hearing Screening-OAE

I have been given information on the above screenings and I understand their purpose. 
I understand that the Parent Educator will provide me with results and support me with any follow up or referrals as needed.

Parent/Guardian Signature: 						 Date: 					

Parent Educator: 								 Date: 					


Permission to Photograph

I give permission for Early Learning Connections to use my child’s name and/or photograph for publicity (Newspaper, Social Media, BCCC, Inc. Website, etc.)    ____ Yes   ____ No

Parent/Guardian Signature: 						Date: 					

Parent Educator: 								Date: 				


Permission to Post Allergies

I give permission for Early Learning Connections to post my child’s allergies in the classroom.  
       ____ Yes	____ No     _____ Not applicable 

Parent/Guardian Signature: 						Date: 					

Parent Educator: 									Date: 			
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