Health Services
315 129th Street South, Tacoma, WA 98444

_ Phone (253) 298-3047
R ERCE Fax (253) 369-8720

SCHOOLS
Consent Form for Exchange of Confidential Information

Student Information

Name: DOB: School Year:
School: Address:
Parent/Guardian Name: Parent/Guardian Phone:

Service Providers
Name/Agency Address

Authorization

| hereby authorize the exchange of any educational, psycho-social, legal, or medical records
regarding the above-named student between Franklin Pierce Schools and the service provider(s)
listed above (physicians, psychologists, schools, hospitals, agencies, clinics, etc.) that have
significant contact with my student.

| certify that | am the parent or legal guardian of the above-named student and have the authority
to sign this release.

Parent/Guardian Signature: Date:

Please return this completed form to the school office.
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