SIERRA COUNTY
DEPARTMENT OF HEALTH AND HUMAN SERVICES
CONSENT FOR THE RELEASE OF INFORMATION

Student Name:_______________________________Date of Birth________________

Parent or legal guardian name:_____________________________________________

Address______________________________________________________________

Telephone Number____________________Parent’s work phone:________________

I, the undersigned, consent to release information and authorize (Name of 

school)_______________________________________________________to contact 

Sierra County Health and Human Services regarding (Name of student)______________________________________________________________

for the purposes of assessment and appropriate treatment. I understand that this information is protected under California State laws and Federal laws protecting confidentiality of health records and will not be disclosed to any other agency or person other than Sierra County Health and Human Services without my written consent. 

I further understand that I may revoke this written consent at any time except to the extent that action has been taken in reliance on it. This release of information expires automatically on (Date)___________________________
Signature of parent or legal guardian_________________________________________Date_______________

