
Name and letterhead

_____________________________________________________________________________

CONSENT TO SHARE INFORMATION
I hereby authorize _____________________________________________________________ at

                                                           
Provider Name

________________________________________________ to release or share information about

                           Provider Location

__________________________________________________________________,   whose birth 
  First Name

         Middle Initial

             Last Name
date is __________________________  with other physicians, school personnel and counselors.  
 month/day/year

I understand the information that is released or shared will be used to coordinate medical care and 
treatment for the above named child.

___________________________________________________       _______________________

Parent / Guardian signature


       
            Date
________________________________________________________         _________________________ 



Parent / Guardian name [print]



            Date

________________________________________________________         _________________________ 



Witness






            Date
❒ Office copy   

❒ Parent copy   

❒ School copy  








