CONSENT FOR EVALUATION BY DAY TREATMENT CENTRALIZED COMMITTEE FOR POSSIBLE PLACEMENT INTO DAY TREATMENT

	Youth’s Name
(Last)


(First)


(M.I.)
	Youth’s Date of Birth



	Youth’s Address



	School District Name



	School District Address



	I authorize the _____________________________________________to release clinical and educational


(School District)

Information to the Day Treatment Centralized Committee. I understand the Day Treatment centralized Committee will review and evaluate this information as to determine if my child meets criteria for Day Treatment programming in OCM BOCES.

It is understood that this information will be used to evaluate my child for possible placement into Day Treatment. I also understand that the Day Treatment Centralized Committee may share this information with other OCM BOCES Special Education Programs. The Day Treatment Centralized Committee and OCM BOCES will maintain the confidentiality of this information.

I also understand that:

There is no time limit on this consent



______________(initial here)

That I may revoke this consent at any time


______________(initial here)



	
Signature of Child or Youth


(Where Appropriate and Available)

Signature of Parent / Guardian
Relationship to Child


(Where Appropriate and Available)

Print Name Signed
Date Signed

	
Signature of Witness
Title


Print Name Signed
Date Signed

	
Signature of Person Completing Form
Title


Print Name Signed
Date Signed



Witness & Person Completing Form Cannot Be the Same Person



9/22/2006


