
CRUZ HEALTH CENTER - MIDDLESEX SCHOOL

School Year 2011-2012

Phone 978-371-6583 fax 978-371-8908



Permission for Treatment


I hereby consent for and authorize Middlesex School, through its providers and other designated personnel, to provide or to consent to health diagnosis and/or treatment(medical, dental, psychological and/or surgical), and to release any information to facilitate diagnosis, care and/or treatment deemed necessary by the designated personnel for my child (name) ____________________________________________. Designated personnel include School physicians, counselors, registered nurses, the Director of the Health Center and the Director of Counseling. Faculty members may sign hospital admission forms only.

It is understood that every reasonable effort will be made to contact the parents or guardian in case of emergency.



Date _______________________


Parent/guardian signature___________________________________________________ 

Print name_______________________________________________________________ 

Student signature _________________________________________________________

Print name ______________________________________________________________



Complete Both Sides (turn over)

									Revised: 3/2011





Authorization for Release of Health Information
School Year 2011-2012
Person or Organization Authorized to Receive Information:
Middlesex School Health Center
1400 Lowell Road, Concord, MA 01742
				                978-371-6583

Person Whose Information is to be Released:

Print Patient's Name: _____________________________________________________

Patient's SS#:____________________________________________________________

Patient's Date of Birth: _____________________________________________________

I hereby authorize the use or disclosure of my individually identifiable health information (IIHI) disclosed from any health care providers in the USA as described below to the named school.

All records concerning diagnosis, treatment, prognosis and opinions as to the above person's condition as this relates to the below listed purpose for the duration of time that said person is a student at Middlesex School.

Purpose of disclosure: 
To allow communication in order to facilitate coordinated health care.

In addition to providing copies, the person or organization named above and authorized to provide IIHI is also authorized to orally discuss over the telephone the information listed above with a representative of the School.
Authorization expiration date: June 2012

Important Information about Your Rights:
I understand that I may revoke this authorization by sending a written notice to the party providing my IIHI. Revocation of this authorization will be valid when received by such party, except to the extent that action has been taken relying on it. 
If I am a teacher or staff for the School or dependent of either, I also understand that my signing or revoking this authorization will not affect my enrollment in or eligibility for benefits under the health insurance plan. 
I also understand that information disclosed because of this authorization may be redisclosed by the recipient and may not be protected by any privacy laws.

Form MUST be completed before signing by individual releasing information.

Date signed ______________________

Signature of student's parent/legal guardian or student if over 18__________________________________

Student's signature (if turns 18 during school year) _____________________________________________

If signed by a representative, describe the representative's authority to act for the student and, if applicable, attach a copy of the document appointing representative. 

______________________________________________________________________________________
                

                                                             Complete Both Sides (turn over)	                            Rev.: 3/2011
