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Day Treatment School
“A multi-agency approach to support children in need”	
[bookmark: _GoBack]RELEASE OF INFORMATION
Student’s Name: _____________________________		Date of Birth:  _____/_____/_____
School/Dept.: ____________________________________	Address:  _________________________
Contact Person:  _____________		Title:  __________		Telephone:  _______________
I authorize the exchange of information described below between the New Wings Day Treatment School / Montezuma County Department of Social Services and the following agency (s) and/or individual(s): 
[bookmark: Check1]				 	|_| Healthcare Provide(s)__________________________________________________
[bookmark: Check2]					 	|_| Agency (s) __________________________________________________________
[bookmark: Check3] 	|_| Parent / legal guardian _________________________________________________
[bookmark: Check4] 	|_| Tribe _______________________________________________________________
[bookmark: Check5]	  	|_| Other_______________________________________________________________
[bookmark: Check6] 	|_| Other_______________________________________________________________
This authorization applies to the following information:  (Check all that apply)
[bookmark: Check7][bookmark: Check8][bookmark: Check9][bookmark: Check10]|_| Educational Data/IEP	|_| Social/Developmental summary	|_| Psychological	|_| Vision
[bookmark: Check11][bookmark: Check12][bookmark: Check13][bookmark: Check14]|_| Medical history 		|_| Interventions with tracking		|_| Behavior plan(s)	|_| RTI(s)	
[bookmark: Check15][bookmark: Check16][bookmark: Check17][bookmark: Check18]|_| Behavioral Referral(s)	|_| Speech/Language			|_| CET referral (s)	|_| Audiological
[bookmark: Check19][bookmark: Check20][bookmark: Check21][bookmark: Check22]|_| Other			|_| Other				|_| Other		|_| Other
Expiration:  This authorization expires on:  _____/_____/_____
Your Rights: You may refuses to sigh this form.  You may cancel it at any time by informing New Wings Day Treatment School in writing.  If you cancel your permission to allot the release of information about you/your child, it will go into effect immediately.  You have a right to receive a copy of this Authorization.

Signature: ________________________________________________		Date:  _____________
[bookmark: Check23][bookmark: Check24]		 	Relationship to student:	|_| parent	|_| legal guardian: ____________________________
Montezuma County Dept. of			
Social Services					
Dennis Story – Director
109 W. Main St. Rm. 203
Cortez, CO 81321
(970) 565-3769
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