SCHOOL HEALTH SERVICES

LEXINGTON PUBLIC SCHOOLS

Lexington, Massachusetts

PERMISSION TO CONTACT

Student’s name: ___________________________________________________

School: _____________________________          Grade: ___________________

 I give permission for my son/daughter’s school nurse,  

_______________________________________________________________ ,                                        

 to contact the following professional health care provider (s):

I understand that the purpose of such contact is to better enable the above school nurse to plan, develop, and initiate appropriate school health services that will contribute to the safety and care of my child during the school day.  

I understand that medical confidentiality of any shared information is guarded carefully, and shared with my child’s educational team on a “need to know” only basis for the care and protection of my child, and the need for any accommodations surrounding a medical or psychosocial issue.  I also understand that open lines of communication between my child’s Primary Care Providers, medical specialists, myself, and the school nurse are essential for good collaboration of care.

This permission will be valid for the school year in which it is dated.

Thank you

____________________________________________          _________________

Signature of Parent/Guardian





Date

____________________________________________          _________________

Printed name







Tel #

