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Patient’s name: __________________________________ DOB: _____________ Age:______
ID #:________________ Grade: _________ School: __________________________________
Address: ______________________________________Phone #:_______________________
Parent/Guardian: _______________________________Phone #:_______________________

Section 1:  To Be Completed By Parent:
Notice of Release/Consent for Confidential Information
El Paso Independent School District (EPISD) is requesting that you authorize Pregnancy Related Services (PRS)/ Campus Nurse to release/or request specific records, communicate with the Physician who has completed this form, and to release records to the Texas Education Agency.  The information requested may contain confidential medical information that would assist school personnel in determining appropriate educational services for your child.
Yes ____ No ____    I have been fully informed and understand the school’s request for my consent, as described above.

Yes ____ No_____ I understand that my consent is voluntary and may be revoked in writing at any time.

Yes ____ No ____ I understand my signature below is my written consent.

_____________________________________________________                              __________
Signature of Parent, Guardian, Surrogate Parent, Adult Student                                  Date




Patient’s Name:  ____________________________________________________

Section 2:  To Be Completed By Health Care Provider: 
 In order for the student to receive Compensatory Education Home Instruction (CEHI) beyond six weeks, a medical reason must be indicated for the student and/or the baby. Please specify a medical diagnosis in detail if there are any complications at this time that would require the student to continue with home instruction:




______________________________________________________________________________

 Anticipated length of confinement: ________________________________________________

PHYSICIAN’S TYPED OR PRINTED NAME:_____________________________________________
Physician’s signature: _____________________________________ Date__________________
Address: ______________________________________________________________________
 Phone #: _____________________________ Fax #: ___________________________________


For questions, please call____________________________ at (915) ______________________
                                                          (Campus Official)                                              (Phone)

Or Pregnancy Related Services at (915) 236-7700
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