hitp:f fevawtcos. finity. k12.ca.us

PERMIT TO RELEASE MEDICAL INFORMATION

Today’s Date:

E, ; (parent’s name) give permission for

(my child’s heaith care provider, clinic, dentist, etc)

to exchange and release medical information concerning my child,

, fo (schbo! nurse, agency, etc.), of Trinity County

Office of Education, so that an appropriate education program can be planned to meet

his/her special heaith needs.

Child’s Name Date of Birth:
Parent’s Signature: Date:
Withess: Date:

James B. French, Trinity Counfy Superinfendent of Schools

P.O. Box 1256 « 201 Memorial Drive » Weaverville California 96093-1256 = (530} 623-2861 Fax (530) 623-4489




