(SCHOOL LETTERHEAD)

AUTHORIZATION FOR EXCHANGE OF INFORMATION
(MEDICAL)
To: ____________________________________________________________________

                                                   Physician’s name

       ____________________________________________________________________

                                                   Physician’s address

Regarding: ​​​​​​​​​​​​​​​​​​__________________________________                  ___________________





    Student Name                               Date of Birth
I hereby request and authorize the exchange of information on the health conditions impacting school attendance during the ___________ school year pertaining to my child between the ______________ School District and the above named medical provider(s).  
I request __________________________ School District to contact the parent/guardian signing this authorization before contacting the authorizing medical professional _______ (initial here). 
This contact will only be made if the frequency or length of medically related absences exceeds 10% of the days enrolled (Education Code Section 60901[c][1]).
I further understand with this verification that I must notify the school attendance office upon each absence.

    _________________________________________________           __________________

                           Parent/Guardian Signature
                                           Date
4- Authorization for Exchange of Information (Medical)


