




Connections Day School 
1610 South US Highway 45 I Libertyville, IL 60048

Phone: 847.680.8349 I Fax: 847.680.8583 I Web: www._qJ011i.:dio11s<l0:1yscho_uL1w1 

CONSENT TO RELEASE 

EDUCATIONAL, MENTAL/PHYSICAL HEALTH AND LEGAL INFORMATION 

Name Date of Birth 

I authorize, and request, the free oral and/or written exchange of the following 
Educational, Mental/Physical Health and Legal information regarding the student named above: 

D Educational Reports & Information (e.g., individualized education plans (IEP); social/developmental histories; progress reports & 
information; disciplinary reports; IWAS/SIS data) 

D Mental Health Information (e.g., therapeutic summaries; psychological evaluations; psychiatric reports; monthly 
progress reports to physicians, substance abuse evaluations and progress notes) 

D Medical Reports & Information (e.g., medical/physical forms/reports; laboratory results) 

□ Re-release of records from physicians, mental health professionals, hospitals, partial hospitalization programs, and outpatient
treatment programs which were obtained during the time the student was enrolled at our school

TO THE FOLLOWING: 

D The student's home school district# ____ and its Agents □ CO-OP: D Other: 

I further authorize the home school district and the organizations checked above to release all said information to 
Connections Day School. 

I understand that this authorization will be valid from the date of signature, until September 30 th of the following academic 
year (not to exceed 12 months), It is limited to only the information designated above, which will be released from, and to, 
only the individual(s), agencies and school(s) named herein. The purpose of this release of information is to assist in 
providing continuity of care. I understand that I have the right to revoke this consent at any time by submitting such a 
request in writing. I also understand that I have the right to inspect and copy the information disclosed. I understand that 
my refusal to consent to the release of the information specified above will prevent disclosure of such material to the 
individual(s) and school(s) named herein, and, as such, may reduce the accuracy and quality/completeness of care provided. I 
authorize the information to be released via e-mail, knowing there are risks to confidentiality in the use of e-mail. 

Signature of Parent/Guardian Date 

Signature of Student (if J2 years or older) Date 

Witness Date 

Rev 5/12/16 

,,. 



























Connections Day School 
1610 South US Highway 45 

Libertyville, IL 60048 
Phone: 847-680-8349 Fax: 847-680-8583 

Authorizati<m .f<>r the Atlministrqtimz of' Me,licqtim, at School 

Student Name Date of Birth 

Address 

PHYSIClAN 1S ORDERS: I hereby request that the school nurse, or authorized personnel, administer the medication(s) 
identified below, as it is medically necessary to do so during school hours. 

Medication Dose Time(s) 

Medication Dose Time(s) 

Medication Dose Time(s) 

Medication Dose Time(s) 

Medication Dose Time(s) 

Duration of Use: (start date - end date-not to exceed 12 months) _________ to 

Condition(s) Requiring Mcdication(s) 

Possible Side Effects 

Physician's Signature Date 

Phone# Fax# 

PARENT PERMISSIOri., I hereby give permission to the school nurse, or authorized school personnel, to administer 
the medication(s) ordered by the physician to the above-named student. 

Jhi.s stutlcm Is also talslnr 1hc ronuwlu� omllwaOunls) 01 ho111u-11hm�1: writ� LIU:m1:cs s.'<.: thuds) 1111u•o for 1i1111r1:scrh1liuu uutl enc 
mcdkaUons; 

*I have read and understand the "Medication Policies and Procedures" regarding the administration of medication at school.*

Parent's/Guardian's Signature Date 

* Sec "l\'h:lliroJJ011 l'olkles 110<1 t•ros:c!lurc,:;" on h11c1,•





Connections Day School 
16l 0 South US Highway 45 I Libertyville, lL 60048 

Phone: 847.680.83491 Fax: 847.680.8583 I Web: \_V_!V}):'.�_Ol!ncr.;JiOJ MkLY�cJ.11,i9l,1Jcl 

CONSENT TO RELEASE 

EDUCATIONAL, MENTAL/PHYSICAL HEALTH AND LEGAL INFORMATION 

Name Date of Birth 

I authorize, and request, the free oral and/or written exch11nge of the following 
Educational, Mental/Physical Health and Legal information regarding the student named above: 

D Educational Reports & Information (e.g., individualized education plans (IEP); social/developmental histories; progress reports &
information; disciplinary reports; IWAS/S1S data) 

D Mental Health Information (e.g., therapeutic summaries; psychological evaluations; psychiatric reports; monthly 
progress reports to physicians, substance abuse evaluations and progress notes) 

D Medical Reports & Information (e.g., medical/physical forms/reports; laboratory results) 

D Re-release of records from physicians, mental health professio.nals, hospitals, partial hospitalization programs, and outpatient 
treatment programs which were obtained during the time the student was enrol led at our school 

TO/FROM: 

Name:------------------------- ------------------­

Address: ---- ------------------------ -------- ---- -

City, State, Zip:---------------- ---------- --------------

Phone: ___ __ _ _ _ _____ _ Fax and/or E-Mail: _____ ___ _____ ___ _ ___ _ 

Your Child's Home School District and its Agents 

I further authorize the home school district and the agency/person listed nbove to release all said information to Connections 
Day School. 

l understand that this authorization will be valid from the date of signnture, until September 30th of' the following academic
year (not to exceed 12 months). It is limited to only the information designated above, which will be released from, and to,
only the indlvidual(s), agencies and school(s) named herein. The purpose of this release of information is to assist in
providing continuity of care. I understand that I have the right to revoke this consent at any time by submitting such a
request in writing. I also unde:rstand that I have the right to inspect and copy tbe information disclosed. I understand that
my refusal to consent to the release of the information specified above will prevent disclosure of such material to the
individual(s) and school(s) named herein, and, as such, may reduce the accuracy and quality/completeness of care provided. I
authorize the information to be released via e-mail, knowing there are risks to confidentiality in the use of e-mail.

Signature of Parent/Guardian Date 

Signature of Student (if 12 years or older) Date 

Witness Date 
Rev 5/26/16 


	Students LEGAL Name Last: 
	First: 
	Middle: 
	Nickname: 
	Birth Date: 
	Student Cell: 
	Gender: 
	EthnicityEthnicities: 
	Grade in School: 
	ParentGuardian 1 Full Name: 
	Home Phone: 
	Cell: 
	Address: 
	Work Phone: 
	City: 
	undefined: 
	ParentGuardian 2 Full Name: 
	Home Phone_2: 
	Cell_2: 
	Address_2: 
	Work Phone_2: 
	City_2: 
	Zip: 
	ParentGuardian I EMail: 
	ParentGuardian 2 EMail: 
	Child resides with D Both Parents D Mother Only D Father Only D Other NameRelationship: 
	Legal Guardian D Both Parents D Mother Only D Father Only D Other NameRelationship: 
	Emergency contact other than ParcntGuardia11: 
	Relationship: 
	Phone: 
	Emergency contact other than ParenlGuadian: 
	Relationship_2: 
	Phone_2: 
	Physicians Name: 
	Phone_3: 
	Dentists Name: 
	Phone_4: 
	List any medical concerns: 
	List any Allergies food medication environmental or NONE: 
	Medications Home NameffimeArnount: 
	Medications School NameTimeAmount: 
	Physical Restrictions: 
	Dietary Concerns: 
	Language spoken in home if other than English: 
	Date: 
	Students LEGAL Name Last_2: 
	First_2: 
	Middle_2: 
	Address_3: 
	City_3: 
	Zip Code: 
	Phone Number: 
	Name of psychiatrist: 
	Address_4: 
	City_4: 
	Zip Code_2: 
	Phone Number_2: 
	If yes please list the probation officers name: 
	Phone number: 
	Name of Insurance Company: 
	Phone Number_3: 
	Address of Company: 
	Policy Holders Name: 
	Birth Date_2: 
	GroupPolicy Number: 
	Employer: 
	Name: 
	Date of Birth: 
	D The students home school district: 
	and its Agents  COOP: 
	D Other: 
	Date_2: 
	Date_3: 
	Witness: 
	Date_4: 
	Date_5: 
	Date_6: 
	Date_7: 
	Date_8: 
	Date_9: 
	Date_10: 
	Date_11: 
	Date_12: 
	Date_13: 
	Student Name: 
	Date_14: 
	Parent Guardian Name: 
	Date_15: 
	ParentGuardian Printed Name: 
	Student Printed Name: 
	Date_16: 
	D I do not give consent for an FBA to be completed for my child: 
	Reasons Optional: 
	Date_17: 
	Date_18: 
	ParentGuardians Name: 
	Students Name: 
	Adults Name: 
	Phone Number_4: 
	Relationship to the Student: 
	Adults Name_2: 
	Phone Number_5: 
	Relationship to the Student_2: 
	Adults Name_3: 
	Phone Number_6: 
	Relatiohip to the Student: 
	Adults Name_4: 
	Phone Number_7: 
	Relationship to the Student_3: 
	Date_19: 
	Student Name_2: 
	Date of Birth_2: 
	Address_5: 
	Medication: 
	Dose: 
	Times: 
	Medication_2: 
	Medication_3: 
	1: 
	2: 
	3: 
	Times_2: 
	Times_3: 
	Medication_4: 
	Times_4: 
	Medication_5: 
	Dose_2: 
	Times_5: 
	Duration of Use start date  end datenot to exceed 12 months 1: 
	Duration of Use start date  end datenot to exceed 12 months 2: 
	to: 
	Possible Side Effects: 
	Date_20: 
	Phone_5: 
	Fax: 
	mcdkaUons: 
	I have read and understand the Medication Policies and Procedures regarding the administration of medication at school: 
	Date_21: 
	Name_2: 
	Date of Birth_3: 
	Address_6: 
	City State Zip: 
	Phone_6: 
	Fax andor EMail: 
	undefined_6: 
	Date_22: 
	Date_23: 
	Witness_2: 
	Date_24: 
	Signature2_es_:signer:signature: 
	Signature3_es_:signer:signature: 
	Signature4_es_:signer:signature: 
	Signature5_es_:signer:signature: 
	Signature6_es_:signer:signature: 
	Signature7_es_:signer:signature: 
	Signature8_es_:signer:signature: 
	Signature9_es_:signer:signature: 
	Signature10_es_:signer:signature: 
	Signature11_es_:signer:signature: 
	Signature12_es_:signer:signature: 
	Signature13_es_:signer:signature: 
	Signature14_es_:signer:signature: 
	Signature15_es_:signer:signature: 
	Signature16_es_:signer:signature: 
	Signature17_es_:signer:signature: 
	Signature18_es_:signer:signature: 
	Signature19_es_:signer:signature: 
	Signature20_es_:signer:signature: 
	Signature21_es_:signer:signature: 
	Signature22_es_:signer:signature: 
	Signature23_es_:signer:signature: 
	Signature24_es_:signer:signature: 
	Check Box25: Off
	Check Box26: Off
	Check Box27: Off
	Check Box28: Off
	Check Box29: Off
	Check Box30: Off
	Check Box31: Off
	Check Box32: Off
	Text34: 
	Text35: 
	Check Box36: Off
	Check Box37: Off
	Check Box38: Off
	Check Box39: Off
	Check Box40: Off
	Check Box41: Off
	Check Box42: Off
	Check Box43: Off
	Check Box44: Off
	Check Box45: Off
	Check Box46: Off
	Check Box47: Off
	Check Box48: Off
	Text49: 
	Check Box50: Off
	Check Box51: Off
	Check Box52: Off
	Check Box53: Off
	Check Box54: Off
	Check Box55: Off
	Check Box56: Off
	Check Box57: Off
	Check Box58: Off
	Check Box59: Off
	Check Box60: Off
	Check Box61: Off
	Check Box62: Off
	Check Box63: Off
	Check Box64: Off
	Check Box65: Off
	Check Box66: Off
	Check Box67: Off
	Check Box68: Off
	Check Box69: Off
	Check Box70: Off
	Check Box71: Off
	Check Box72: Off
	Check Box73: Off
	Check Box74: Off
	Check Box75: Off
	Check Box76: Off
	Check Box77: Off
	Check Box78: Off


