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GREAT NECK PUBLIC SCHOOLS 

Health Services 

Release of Confidential Information 

 

 

 

 

 

 

 

I hereby authorize you to exchange all medically pertinent and confidential information with the 

following person or agency regarding the student noted below: 

 

 

 

NAME/ AGENCY: ____________________________________________________________ 

 

   ____________________________________________________________ 

 

 

ADDRESS:  ____________________________________________________________ 

 

   ____________________________________________________________ 

 

 

 

 

 

 

 

 

___________________________________________________________ 

Students Name 

 

 

 

 

 

 

_____________________________________   ________________________ 

Parent Signature       Date 


