
Permission To Release And Request Confidential Information 

I hereby authorize an exchange of information to occur between the school nursing staff of the above 
agency and: 

Health Care Provider Name: _______________________________ Phone: _______________________ 

Address: ____________________________________________________________________________ 

Specific Information Regarding: _________________________________________________________ 

Concerning the record of: 

Name: _________________________________________ Date of Birth: _________________________ 

Social Security Number: ___________________________ Records Number: _____________________ 

Other Names Used: ___________________________________________________________________ 

School: _____________________________________________________________________________ 

I further authorize the Chino Valley Unified School District nursing staff to share any health information 
pertinent to my child’s school progress with school personnel and/or other health care providers to which 
my child may be referred. 

The reason for the disclosure is: __________________________________________________________ 

This authorization is in effect for one calendar year from today. Date: _____________________________ 

I consent to the release of the above information. I understand that use of this information for any reason 
other than the expressed reason stated above and/or disclosure of this information to other parties is strictly 
prohibited. This consent is subject to revocation at any time. 

I completed this form because I am (please circle one): Client          Legal Guardian            Parent 

_____________________________________________ ________________________ 
Signature of Parent/Legal Guardian  Date 

Please send records to: _________________________________________________________________ 
 School Nurse – Chino Valley Unified School District 

Rev. 5/20/2019 
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