Livingston Parish Public Schools

13909 Florida Boulevard

Livingston, LA  70754

Phone:  (225) 686-7044    Fax:  (225) 686-3052   Website:  www.lpsb.org

AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION

STUDENT NAME:  ______________________________________________________

ADDRESS:  _____________________________________________________________

TELEPHONE NUMBER:  _________________________
GRADE ________________

SCHOOL ________________________________
TEACHER ____________________

SCHOOL NURSE ________________________________________________________

DATES OF CONTACT WITH ABOVE NAMED STUDENT:

I hereby authorize ____________________________________ (name of doctor) to release or disclose to the Livingston Parish Public Schools all medical or other information regarding the treatment of the above named student.  This information may include treatment, hospitalizations, care for impairments, including psychological or psychiatric impairment, drug abuse, alcoholism, sickle cell anemia, acquired immunodeficiency syndrome (AIDS), or tests for or infection with human immunodeficiency virus (HIV).

SIGNATURE OF PERSON

AUTHORIZING RELEASE __________________________________
____________











       Date

RELATIONSHIP TO STUDENT ____________________________________________

SIGNATURE OF WITNESS __________________________________
___________











       Date


