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School District ______________       School ________________      Nurse ___________

(THIS MUST BE FILLED OUT WITH APPROPIATE SIGNATURE BEFORE SENDING TO CLINIC)
RELEASE OF INFORMATION FORM

THIS FORM IS TO CONFIRM YOUR AUTHORIZATION TO USE OR DISCLOSE YOUR PROTECTED HEALTH INFORMATION FOR A SPECIAL PURPOSE.
I give my authorization to use or disclose my child’s protected health information.
I give the authorization voluntarily.

Name of Child: ____________________________________________________

Parent’s/Legal Guardian’s Name: _______________________________________
(Please print name.)


Parent’s/ Legal Guardian signature: 



  Date:



Home Address: _______________________City ___________    Zip code_______

Cellphone Number: ______________________________
E-mail address:







Listed below are me and organizations that you are authorizing to use and/or disclose protected health information:
DALLAS COUNTY SCHOOL DISTRICTS, Center for Vision Health.

Name the people and/or organizations (or kinds of people and/or organizations) that you are authorizing to receive and use your child’s protected health information:
DALLAS COUNTY SCHOOL DISTRICTS, Center for Vision Health. 
HIPAA Compliance Acknowledgment of Receipt

ACKNOWLEDGMENT FORM:
I have received the “Notice of Privacy Practices” and I have been provided an opportunity to review it.

Name of Child: _________________________________________________

Parent’s/Legal Guardian’s Name: _______________________________________

(Please print name.)

Parent or Legal Guardian’s Signature: _______________________________

Date: __________________________

School District ______________       School ________________      Nurse ___________
(THIS MUST BE FILLED OUT WITH APPROPIATE SIGNATURE BEFORE SENDING TO CLINIC)
LIBERACIÓN DE INFORMACIÓN

ESTA FORMA ES DE CONFIRNMAR SU AUTORIZACION PARA UTILIZAR O REVELER SU INFROMACION PROTEGIDA DE LA SALUD UN PROPOSITO ESPECIAL. 

Doy mi autorización para usar o divulgar información de salud protegida de mi hijo. Doy la autorización voluntariamente. 

Nombre de niño: 







Nombre de Padres/Guardia Legal:







(Por favor imprima el nombre)
Firma de Padres/Guardia Legal:




 Diá de fecha:



Domicilio: _______________________Ciudad: ___________ CodigoPostal: ______________ 

Numero De Cellular: __________________________ 

Correro electronico: 






Nombre de las personas y organizaciones que autoriza a utilizar o divulgar información de salud protegida: 
DALLAS COUNTY SCHOOL DISTRICTS, Center for Vision Health.
Nombre a las personas y / o organizaciones (o tipos de personas y / u organizaciones) que está autorizando para recibir y usar la información de salud protegida de su hijo:
DALLAS COUNTY SCHOOL DISTRICTS, Center for Vision Health.
CUMPLIMIENTO DE HIPPA ACUSE DE RECIBO

FORMA DE RECONOCIMIENTO:

He recibido el "Aviso de Prácticas de Privacidad" y he recibido la oportunidad de revisarlo. 
Nombre de niño:




 

Nombre de Padres/Guardia Legal:







(Por favor imprima el nombre)

Firma de Padres/Guardia legal:







Diá de Fecha:
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