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Special Services, Johnson County and Surrounding Schools 

500 Earlywood Drive, Franklin, IN 46131  Phone:  317.736.8495  Fax: 317.736.6967  www.ssjcs.k12.in.us 

 Release of Information Consent Form 

For the purpose of providing the appropriate instruction and assistance in school, I do hereby give permission for release of the confidential 
information identified below concerning: 

Name of Student: __________________________________________________________ Birthdate: ______________________________ 

School Where Enrolled: ____________________________________________________________________________________________ 

Purpose of Disclosure: _____________________________________________________________________________________________ 

Information is to be released FROM:  (Please  )


Special Services, Johnson County Schools Person/Agency ______________________________________ 
500 Earlywood Drive Address            ______________________________________ 
Franklin, IN  46131 ______________________________________ 
(317) 736-8495 Phone ______________________________________ 

Attn:  _________________________________ 

Information is to be released TO: (Please  ) 

Special Services, Johnson County Schools Person/Agency ______________________________________ 
500 Earlywood Drive Address       ______________________________________ 
Franklin, IN  46131 ______________________________________ 
(317) 736-8495 Phone ______________________________________ 

Attn:  ____________________________________ 

Confidential information to be released: (Please  ) 

Psychological Testing              History and Physical Examination Discharge Summary 
Psychoeducational Testing             Medical Consultations/Records           Discharge Instruction 
Psychosocial Assessment             Education Transitional Summary  Recovery Plan 
Psychiatric Reports              Health Records  Acknowledgement of patient 
Educational Assessment    Speech and Hearing Reports          admission and diagnosis 
Individualized Education Plan/             Intellectual and Academic Information          Verbal exchange of information 
  Case Conference Committee       Individual Transition Plan  to review status of treatment 

           Report    Standard Educational Records          and/or refer for service 

Other (Please Specify:)___________________________________________________ 

I understand that this consent is valid from the date signed and that it is subject to revocation at any time except to the extent that any Special 
Services employee has already taken action in reliance with this authorization. 

Consent Valid From:  ________________________________________ to ____________________________________________________ 

Parent/Guardian Signature: _____________________________________________________ Date Signed: _________________________ 
~OR~ 
Student Signature: ______________________________________________________________ Date Signed: _______________________ 

(If 18 or older) 

Action Taken: __________________ Date Records Were Released __________________ Date Records Were Requested 

Cc:  Student File 
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Indian Creek Schools
Student Health Record

Student Name Date of Birth Grade
Parent/Guardian Student   ☐ Male  ☐ Female

To my knowledge, my child does not have a health problem       ☐

Allergies (physician note required)
☐Medication ____________________________

☐Food – list _____________________________

☐Bee Stings – describe reaction_______________

☐Other Allergy________________________

What medication, if any, is needed at school to treat the above allergy?

Has your child ever had a severe “anaphylactic” reaction requiring emergency care?

Past Health Problem/Illness - 

Current Health Problem/Illness – 

Daily Medication (at home and/or at school:)

NOTE: TAKE MEDICATIONS TO THE OFFICE OR CLINIC TO INSURE STUDENT SAFETY. 
Medications taken at school (prescription or over-the-counter) must have a signed medication permit on file with 
the school.  A doctor's note must be on file for a student to carry medication with them.

Physician's Name                                                                                            Phone Number
My child has had chickenpox disease – yes  - no – circle one.  Date of chickenpox disease__________.

Medical care needed at school (describe in detail)

Special Attention
Health concerns such as diabetes, seizures, asthma and/or severe allergic reactions will need additional 
health care plans.  Please contact your school nurse as soon as possible to complete this information.

Specific Concerns (describe)
Hearing_____________________________ Vision___________________________

Speech______________________________ Movement_______________________

To ensure the care of my child, I read and agree that pertinent health information may be provided to appropriate school 
staff. I agree that the school nurse may consult with my child’s family physician about the above medical condition (s). I 
agree to alert the school nurse of any change in medications and/or health status of my child.  I will furnish the school with 
a current telephone number and address in case of an emergency.  

Signature of Parent/Guardian:  ___________________________________________________  Date:  ____________________

4/2018
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