CONSENT FOR RELEASE OF CONFIDENTIAL INFORMATION
(SCHOOL SYSTEM)

Interface Youth Program – Residential

CDS Family & Behavioral Health Services, Inc.

	    I, 



           


, hereby authorize CDS Interface Youth Program

(Print Parents  Full Legal Name)

located at 1884 SW Grandview Street, Lake City, FL, 32025   (phone 386-487-0190, fax 386-487-0196), 
to exchange information with the Columbia County School system to facilitate the appropriate placement 
and continuity of services for 



           


, 
/
/
 

                                                                (Print Youth’s Full Legal Name)                                                        (Youth’s DOB)
I also authorize and give permission to Interface Youth Program staff to transport my child to and from school.
This release of confidential information will automatically expire six (6) months from the date of signature or 






(whichever is earlier).

	

	I understand that information concerning my participation is protected under Federal and State regulations governing confidentiality and release of information.  Services provided by CDS and my participant record cannot be disclosed without my written consent, unless otherwise provided for in the regulations.  I also understand that I may revoke my written consent at any time, except to the extent that action has been taken in reliance upon it. 

Participant Signature:     





​​​​​​​​​ Date: 




Signature of:

                                           
           

 Date: 




     (please check one) 
(parent (guardian (authorized representative
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