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~"et1i<er Elgin Family Care Centet 
PlNSENTFOR RELEASE OF JNFQRMATION 

Dale: _1_.-1____ 
,, 


Name cfCllent: -;---c--,--- _____ 

Child's Date ofBirth: ~-I/--....!___ 

Address: Apt II_---'City _____~, 


State, _._ ..~.._Zip:__._____ 


1, -.-;;-________________~' grant permission for: 

(ljChool) 

to release the following information to OreaterElgin Family Care Center: 

1. MedkaI (specify): [!!!!MDjmj9!l! School HoollIiExam. !J;fiKiOO) OJ....... !I!ld ModiOl!liim 

Z. Psychi,atricIPsychologiCa! (specify): ;my tWm ~ _1!Jldl<1 
3. Education (specify): JIlEl. RopOrt C!!n!s. pion! 
4. Social History/Assessment (specify): imhaviorl'qX!l!$ _em 
5. Other (specify): <I!!ssmomobRm\ionsl.....,.rueationa 


FOR m PURPOSE OF, 

~wmkp~--1~_________________ 


Medica! Services: ""'J-..l:.......__....________________ 

Provision ofSocial Services: ~_~.!-________~________ 


Other(specify):.£l1Illl11!l!lllYnl!l!lll·¢!!IjiO!!!'Q!oo!!-.---!C!l®~l.Jmana!!ll!lli!l!gem"'!l'en~t_Jland!lllJb:Weatmll!!!!!I!Ollml..I_____ 

I understand that any infonnation collected hereunder may not be redisclo.ed unless the 

person who consented to this disclosure specifically conaents to such redisclosure or the 

redisclosure is aUowed by law, 


I uoderstand I have the right to privacy regarding the information collected about my 

child, fumily and me1n the Behavioral Health Program at Greater Elgin Family Care 

Center. 


I uodera1aDd that I have the right to inspect, copy or review any information collected 
.bout my child, family and me, 

This Release oflnformation is in compliance with the requirement of the nlinoi. Mental 
Health and Developmental Disnbililies Act. 

.	This consent is valid until ..___ , 20~ which can be terminated 

at any time, I also understand that I may wi!hdraw Ibis permission in writing at any time 

except to the extent it has already bean acted upon, 1 understand that my refusal to grant 

permisnion or withdrawal ofpermission will result in a discontinuation of participation in 

!he BehiMoral Health Program at Greater Elgin Family Care Center, 


______________ Date _____Client Signa,ture 

(12 ~ and 01<1«) 

Pa ... ntiGu.nlian Sign.ture _._.... ___,..____... __ D.t. __~ 


Witness Signaturt: Date 	 Date ____ 

http:redisclo.ed


• 


"-GJ-eater Elgin Family Care Center 
AUTHORIZATION FORM 

Date: __1__1__ 

Name ofClient 

~::s~te OfBirth:_ 1_.===_I_...---A'Pl # __City ~_~__...__ 
SIale_..._Zip;___ 

Speci/k Information to be Disclosed ifAvailabIe: 
o 	 The _ medical n=rd.._~...".,I health _ .... a1coh<>1lsm treaIment, drug abuse 

"••'''''' and HIVlooquired imm..., defu:ieru:y syndr_(AlDSj records, 
o 	 Mentallfualth Trealment_ 
o 	 Alcoholism Treatment RecordslPrug AbUie Tre:atment Records 
o 	 HIV/Acquired lmmuoe De(icien<y Syndrome (AlDS) Reeords 
o Laboratory l\epoIUIX-<a)!9 Repom 
<> Other: A copy ofm)' cblkfs immunil;atIon recorda may be sent to hiSlber school upon request 

_tioo perta;ning I<> """" of"""..., from ___~____ t.,_______ 
'1'hit authorization will ~pire on _________ (not valid 3 months after autborization) 

[understand that I have the right to ln$pect and copy the information to be disclosed. 


1 understand t.bal any lnJQrmation wHeeled hereunder may not be redisclosed unless the person who 

tofISented to this disclosure specifically consents to such red.isclo$ure Of the redisclosure is allowed by law. 


Your treatment wiD in no waybc effected bryour refusal to sign tb.is form should you refUse to do so. 


The information released may not be protected by federullaw and may be :released. by the recipient 


'Ibis autborl:zaoon is valid until it expires or un1e-ss ten.ninated before the expiration date, 


1 understand that my consent is volun\afy Plld that (BUt)' withdraw this consent by written request at any 

time to Greater Family C'Ne Center except to tho extent it hu already beer! acted upon. 

s;g.a/JI ... , ___________ Dal.: ---1'__1-1__~ 


Relrdion,bip to .'Patient: ________ 


WU...., _____________ D.... 
 I I 



• 


'--Glreat.erElgin Family Care Center 

Authorization For Classroom Observation Form 

1__-- ___ authorize Greater Elgin Family Care Center to perform a 
N.iM ofpareqUgunJitl.l 

I understand iliat tbis observation will be performed by a personnel associated with the 

Behavioral Health Program of Greater Elgin Family Care Ceoter. This classroom 

observanon is conducted under the direction ofthe provider and coordinator ofthe 

Behavioral Health Program. The infurmation gathered at this obserVation is nsed to 

supplement the teacher', questionnaire and parent', rating scale questionnaire. 

._______Date ____~ParentIGuardian Signature .._~~_. 


