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I authorize any of the following individuals to share and exchange information about my child with CAPE Head Start and for CAPE Head Start to share and exchange information about my child with these individuals or agencies. Any information received or shared will be used to evaluate and coordinate services for my child.  I understand that this information is confidential and protected by federal law.  I approve the release of this information and understand what this agreement means.

Child’s Name:______________________________________________________________DOB____________________

	Physician Name________________________________________________________________________________

Address  ______________________________________________________________________________________

Telephone ____________________________________________________________________________________ 




**********************************************************************************************************

	Dentist Name__________________________________________________________________________________
Address  ______________________________________________________________________________________

Telephone ____________________________________________________________________________________ 




********************** Use the boxes below for other physicians, organizations, or individuals**********************
	Name____________________________________________________ Title/Relationship:_____________________ 
Address  _______________________________________________________________________________________

Telephone _____________________________________________________________________________________ 




Notes:

**********************************************************************************************************

	Name____________________________________________________ Title/Relationship:_____________________ 
Address  ________________________________________________________________________________________

Telephone ______________________________________________________________________________________ 




Notes:
These consents are valid until:________________________________________________________
Parent/Guardian Signature__________________________________________________ Date___________________

Staff Signature_____________________________________________________________ Date___________________

[image: image2.emf] AUTHORAZCION HACER INFORMACION PUBLICO
Doy permisión cualquier siguiente individuales compartir y dar información sobre mi hijo/a con CAPE Head Start y para CAPE Head Start compartir y dar información sobre mi hijo/a con otro agencias o personas. Información recibió o compartido evaluará y coordinará servicios para mi niño/a. Entiendo que este información es confidencial y protegido por la ley federal. Aprobó hacer información público y entiendo qué significa de este acuerda. 
Nombre de Niños:_______________________________________________________Cumpleanos____________
	Doctor Nombre_______________________________________________________________________________

Dirección  ___________________________________________________________________________________
Teléfono _____________________________________________________________________________________



**********************************************************************************************************

	Nombre de Dentista____________________________________________________________________________

Direccion  ______________________________________________________________________________________

Telefono ____________________________________________________________________________________ 




******************* Utilice las casillas de abajo para otros médicos, organizaciones o individuos*******************
	Nombre__________________________________________________ Titulo/Relación:_____________________ 

Direccion_____________________________________________________________________________________

Telefono____________________________________________________________________________________ 




Notas:
**********************************************************************************************************
	Nombre__________________________________________________ Titulo/Relación:_____________________ 

Direccion_____________________________________________________________________________________

Telefono____________________________________________________________________________________ 




Notas:

Este consentimiento es válido  antes de:_______________________________________________

Padres/Guardiana Firmar:_____________________________________________ Fecha_____________________
Personal Firmar:______________________________________________________ Fecha_____________________
6/24/15 mh 

