FINAL 11108

STATE OF LOUISIANA

AUTHORIZATION FOR RELEASE OF

CONFIDENTIAL INFORMATION
TO BE COMPLETED BY PARENT/LEGAL GUARDIAN

Date of Birth

Parent/Legal Guardian Telephone

Mailing Address

Name: . (School System)
Q TO RELEASE Information TO AND/OR Q TO OBTAIN Information FROM
(Place an “X” in the box that indicates if the information is being released ANDIOR requested.)

(Hospital, Physician, Service Agency,
School RN and/or other health provider)

For treatment date(s):

The information is to be released for the purpose(s) of:
0 Evaluation to determine eligibility or continued Q Designing an individual educational program

eligibility for special education services Q Determining appropriate placement for treatment needs
O Providing physical therapy treatment —

L Signature of Witness Date |




