
SOUTHERN FULTON SCHOOL DISTRICT
CONSENT FOR EXCHANGE OF INFORMATION

BETWEEN PRIMARY CARE PHYSICIAN / STATE HEALTH CENTER
TO SCHOOL NURSE

Student Name _________________________ Phone Number _______________

Address ______________________________ Birth Date __________________
______________________________

I hereby authorize the State Health Center and / or __________________________
(name of physician)

to release physical examinations, immunization records, and any other pertinent information
needed by the school nurse for my child to meet mandated services required by the state
according to Article XIV of the Pennsylvania School Code.

Information may be released to the School Nurses of the Southern Fulton School District for the
reasons stated above according to Article XIV of the Pennsylvania School Code.

This consent is subject to revocation at any time except to the extent that the release of
information has already occurred in reliance to this document.

Signature of Parent or Guardian _______________________________________

Date _____________


