
                                                                        

STUDENT HEALTH COMMUNICATION CONSENT
Union County Vocational-Technical Schools Health Office

Student Name: __________________________ School: ________________

Medical 
Condition: ____________________________________________________

Purpose of Communication
To provide the best health support for your child while at school, our office may need to consult with 
their healthcare provider. This collaboration ensures we have the most accurate information to maintain 
your child's safety and well-being.
Authorization & Privacy Disclosure

(PHI) to the school nurse for treatment and care coordination purposes. I understand that once this 
information is received by the school, it becomes part of the student's educational record and is 
protected by the Family Educational Rights and Privacy Act (FERPA) rather than HIPAA. This permission 
is valid for the current school year and may be revoked by the parent/guardian in writing at any time.

Parent/Guardian Election (Please Check One)

YES, I give permission for the school nurse to contact the healthcare provider listed below.

NO

Healthcare Provider/Clinic Name: __________________________________________

Provider Phone Number: _____________________ Fax: _______________________

Parent/Guardian Signature:____________________________________________

Parent/GuardianPrinted Name:_________________________________________

Date:_______________________
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