Date: ¢/

Name of Client:

Child’s Date of Birth: / /

Address: “ Apt# City o
State, - Zip:

L__ _ , grant permission for:
{schooly - '
1o release the follomg mfmmanaa o ther Eigazz i"amﬂy Care Ccazaz

3. Education (specify): JEP’s . I; i =S

4. Bocial }ilstoryfémsment (s;mfy} behayior reports

Casework planning: v

Medical Services: ¥

Provision of Social Services: y
Other (specify):  communicati

1 understand that any information collected hereunder may not be redisclosed unless the
person who consented to this disclosure specifically consents to such redisclosure or the
redisclogure is allowed by law.

Tunderstand T have the right to privacy regarding the information collected abowt my
child, family and me m the Behavioral Health Program at Greater Elgin Family Care
Center,

T understand that 1 have the right to inspect, copy or review any information collected
about my child, family and me,

This Relesse of Information is in compliance with the requirement of the Niinois Mental
Health and Developmental Disabilities Act.

‘This consent is valid until , 20__ , which can be terminated

at any time. { also understand that | may withdraw this permission in writing at any time
exeept to the extent it has already been acted upon. T understand that my refusal to grant
permission or withdmawal of permission will result in a discontinuation of participation in
the Behavioral Health Program at Greater Elgin Family Care Centoer,

Client Signature Date
{12 years and older)
Parent/Guardian Signatore . fiate

‘Witness Signature Date Bate



http:redisclo.ed

e E Igin Family Care Center

AUTHORIZATION FORM
Prate: / / '
Name of Chent:
Chitd’s Date of Biril: H /
Address: Apt # City
Seete Zip: )
1, , praot permiasion to Greater Elgin Family Care Center’s

pmvzéxx, counselors, pursing staff, and/or clzrical staff to relesse any medical information to providers,
counselors, nursing staff, and/or clerical staff at my child’s school.
Name of School: ,
School’s address:

City Htutz Zp
Specific Information to be Disclosed if Available:

o Theenmmedlcalmrdéxdudjng metial health treatmeny, alcoholisia treatment, drug abuse
treatment, and HIV/acquired immuns deficiepsy syndrowe {ATDS) records.

o Montal Health Treatment Records

o Alvoholism Treatment RecordsDrug Abuse Treatment Records

o  HIV/Aequired Immune Deficiency Syndrome (A1DS) Records

¢ Laboralory ReportsMerays Reporis

o Other A copy of my child"s immunization records may be sent to hisher school upon request.
Information pertaining to dates of service from to
This authorization will expire on {not valid 3 months after suthorization)

T understand that 1 have the right to inspect and copy the information fo be disclosed.

1 understand that any information coBected hereunder may not be redisclosed unless the person whe

ronsented to this disclosure speciBically consents 1o such redisclosure or the redisclosure is aliowed by law.

Your treatment wili in no way be effected by your refusal to sign this form should you refuse 10 do so.
The information refeased may not be protected by federal law and may be released by the recipiant.
This authorization is valid until it expires or unless terminated before the expiration date,

} understand that iny cogsent is vohuntary and that | may withdraw this consent by written vequest at any
time to Greater Family Care Center oxcept 10 the extent it has slready been acted upon.

Signature: Daie: / {

Relationship to Patlent:

Witaess: Date: ! {




N Greater Elgin Family Care Center

Authorization For Classroom Observation Form

1 - authorize Greater Elgin Family Care Center to pasform a
Name of parenliznardian
‘classroom observation on : .. / /
Feamre of patieat Date of birth

{understand that this observation will be performed by a personnel associated with the
Behavioral Health Program of Greater Elgin Family Care Center. This classtoom
observation is conducted under the direction of the provider and coordinator of the
Béhaviora! Health Propram. The information gathered at this observation is used to

supplement the teacher’s questionnaire and parent's rating scale questionnaire.

Parent/Guardian Signature Date




