“SPRINGS

PUBLIC SCHOOLS

EMPOWER ACADEMY

PERMISSION FOR RELEASE OF INFORMATION
Return to the Health Department
Email: Debbie.Parker@springspstn.org
Phone: 615-237-7170 ext. 3

Student Name: Date of Birth:

Parent/Guardian:
| do hereby authorize the Rutherford County School System to:

Release information to and Obtain information from this health care provider regarding the
above-named student.

Health Care Provider/Institution Name:
StreetAddress:
City, State, Zip:
Phone Number:
Fax Number:

[J « Verbal Communication
[J - Discharge Summary, if applicable
[J « Medication Orders and/or Treatment Plans
[J - Physician Examination results
[J - Immunizations
[J - Orders for procedures/medications/other care at school, if
applicable
(] - Other:

All information obtained will remain confidential and be available on a need-to-know basis only

to those individuals who are involved in providing for this student’s health and educational
needs.

Parent/Guardian Signature Date

Witness Signature Date





