


____________________________                  ________________________
Parent signature                                                                   Student Name



MEDICAL RELEASE FORM   

 REV 02/20 

Dear Healthcare Provider: 

In order to provide quality health services for:  ___________________________________, 

DOB:  ______________, at school, it is necessary to obtain a medical history and current 

medical diagnosis, medications prescribed, physical limitations, nutritional needs and medical 

orders for care at school. Records received will be placed in the student’s health records in the 

health room accessible to the parent/guardian (or designee), along with designated school 

personnel. 

Please forward all documents to: 

Attention:  _____________________________________ 

School:  ________________________________________ 

Address:  _______________________________________ 

  _______________________________________ 

 Fax:  _________________________ 

  RECORD RELEASE 

I hereby give my permission to have any records of my child (health care plans, nursing care 

plans, immunization history, medical history and current medications) released to my child’s 

school to aid school personnel in serving him/her. 

I give my permission for designated school personnel to contact my child’s physician regarding 

current/pending health issues. 

Expiration Date:  _____________. If left blank, this Authorization expires one year from the date signed. 

__________________________________________    __________________ 

Parent/Guardian        Date 

_____________________  ____________________   ____________________ 

Home Phone Number       Work Phone  Cell Number 

Pam Furman BSN RN

Discovery Middle School

601 Woodbury Rd.

Orlando, FL   32828

Phone:  _________________________ 407-384-1580

__________________________               #____________________
Name Telephone Number

407-384-1555  ext 5052278








