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CONSENT FOR DISCLOSURE OF CASE INFORMATION revo4/17

Name

D.O.B Address
City/St/Zip

Req. by Phone

I, the parent/legal guardian of the above child, am approving the release of his/her records from your agency. |
understand that the information contained in his/her records is confidential: however, | give consent for:

Name/Agency

Address

City/St/Zip

Phone Fax:

To release the following information

L] Medical O Diagnostic findings

O Social O Educational implications/suggestions

1 Psychological O Prescription for treatment

Ll Speech O Medical treatment and/or prescription

| Sensory Ll Case history

1 ] Treatment/Programming

1 O

Please send to : ST. MARTIN PARISH PUPIL APPRAISAL SERVICES attn:

625 Corporate Blvd. Phone (337) 332-3388
Breaux Bridge, LA 70517 Fax (337) 332-6628

General purpose of this disclosure is for: [ Evaluation [0 Record update [J]
Specific purposes include:
[ Evaluation to determine eligibility or continued eligibility for special services

O Providing Physical Therapy treatment [J Providing Occupational Therapy treatment
O Designing an individual educational program  [1 Determining placement and treatment needs
O :

I understand that:
1. I may refuse this authorization and it is strictly voluntary. | acknowledge receiving a copy of this.
2. My treatment, payment, enrollment or eligibility for benefits may not be conditioned on signing this authorization.
3. I may revoke this authorization at any time in writing to the provider authorized to release the protected health
information, but if | do, it will not have any affect on any actions taken prior to receiving the revocation.
4. If the requester or receiver is not a health plan or health care provider, the released information may no longer be
protected by Federal Privacy regulation and may be disclosed.
Conditions: | request that you not release information regarding: [ Aids/HIV test results, [ Alcohol/Drug or substance

This authorization will expire on the following date or event: Date: (or) event:

Signature of Parent/Guardian
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