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	Student Name: 
	School:

	Parent/Guardian: 
	DOB: 

	Address: 
	Year: 

	Phone: 
	Principal/Coordinator: 


At times the school requires information from external providers to assist with providing relevant and purposeful intervention for your child. For this reason consent is required to release or obtain information about your child from external service providers such as doctors. School Staff safeguard the confidentiality of information obtained during case conferences. They also respect the privacy of information held or obtained by others.

The Principal/Coordinator has discussed with me the nature of the information required to provide relevant and purposeful interventions for my child. As the parent/caregiver of the above student I/ we give the following consent for the following agencies to provide information as requested.  I understand that all material is confidential and will be secured in line with Departmental Guidelines.
	
	to provide information to                               FORMCHECKBOX 
  (please tick)

to receive information from                           FORMCHECKBOX 
  (please tick

	Agency/ Service:  
Name:
	

	Address 
	

	
	to provide information to                               FORMCHECKBOX 
  (please tick)

to receive information from                           FORMCHECKBOX 
  (please tick

	Agency/ Service:
Name:
	

	Address 
	(if available)



	
	to provide information to                               FORMCHECKBOX 
  (please tick)

to receive information from                           FORMCHECKBOX 
  (please tick

	Agency/ Service:
Name:
	

	Address 
	(if available)

	
	


Signature:   
  





  Date: 





(parent/guardian)
Address:   
   






RELEASE OF INFORMATION


INTRODUCTION









