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	Child’s Name:       
	BD:       
	Date:       

	Parent/Guardian’s Name:       

	Early On® Michigan helps to coordinate the services eligible children may need to grow and develop.  I understand: these services may come from different agencies and will be used to plan for and provide the best possible care for my child and our family various professional may need to share information.  This form is an authorization, or permission form me, for those professional to share information I would like shared.  I understand that this information will be use d to help decide if my child is eligible for services, how best to coordinate those services, and the benefits for which we qualify.
The agencies and persona I have initialed below have my permission to share the information about my child and family that I have listed.  This could be either verbal or written.  I understand that information will NOT be share with anyone who does not have a  valid reason for it.  I am aware that I can, without penalty, at any time, cancel this consent and not share information with these persona or agencies.  My authorization to share information is voluntary and is good for six (6) months or until I let you know in writing that I wish to cancel it.

I understand that Early On® needs my feedback In order to plan improvements for eligible children and their families, and that my name and address may be used by Early On® to send my Early On consumer surveys.

	The Agencies Authorized to Exchange Information Include (initial those that apply):

	Information to Share
	Initial
	Agency/Person

	     
	     
	Health Department

	     
	     
	Community Mental Health

	     
	     
	Family Independence Agency

	     
	     
	Intermediate School District

	     
	     
	Local School District:       

	     
	     
	Head Start

	     
	     
	Hospital:       

	     
	     
	Physician:       

	     
	     
	Physician:       

	Information Codes

	1   Educational Records
	6   Social/Developmental History
	11 Occupational Therapy Reports

	2   Health/Medical Reports
	7   Staffing Reports/IEP
	12 Physical Therapy Reports

	3   Progress Reports
	8   Speech/Language Reports
	13 IFSP Service Plan

	4   Discharge Summaries
	9   Developmental Evaluations
	14 All Information

	5   Psychological Reports
	10 Gross/Fine Motor Reports
	15      

	 FORMCHECKBOX 

I have read and understand this consent form (or it has been read to me in a language I understand).
 FORMCHECKBOX 

I understand that sharing information is voluntary and I may deny or revoke consent at any time, without penalty.

 FORMCHECKBOX 

I authorize the above agencies and their representatives to engage in verbal or written communication in order to share records and information as indicated above.

 FORMCHECKBOX 

I do not wish to have any information shared at this time.

	Parent/Guardian’s Name:       
	Date:       
	Expiration Date:       

	Witness:       
	Date:       

	To withdraw consent, check the box below and sign.

 FORMCHECKBOX 
 I withdraw my consent for persons/agencies to share information as listed above.

Signature of Parent/Guardian:       
Date:       

	NOTE:
This form does not permit information about HIV/AIDS and federally funded programs on drug and/or alcohol use/abuse to be shared. A separate authorization to share, specific to this information, must be obtained and signed.


Monroe County Intermediate School District


Early On® Authorization to Share Information








Distribution:     · Student File     · EO Central Registry     · Parent

