
 
 
 
 
RE: ________________________ (Child’s Name) 
 
 
We are endeavoring to assist the family of the above student in regards to 
his/her school problems.  It will be greatly appreciated if you could 
complete, at your earliest convenience, the enclosed questionnaire and send 
us any pertinent information such as standardized testing results, report card 
information or other narratives you have on his/her. 
 
A consent form for release of information from school to Kaiser Permanente 
has been signed by the parent/guardian.  Please see following page. 
 
Please feel free to make additional copies of the questionnaire if more than 
one teacher contracts with the student. 
 
 
Thank you for your cooperation. 
 
 
Pediatrics Department  
Kaiser Permanente 
 
Please return all forms to: 
 
Kaiser Permanente Mountain View 
Department of Pediatrics 
555 Castro Street 
Mountain View, CA 94041 
 
 
 
 
 
 
 



 
 
 
Parent to sign and give to your child’s teacher 
 
 

CONSENT FOR RELEASE OF INFORMATION 
 
RE: ________________________ (child’s name) 
 
I give my consent to my child’s school and teacher for the release of relevant 
educational information to The Permanente Medical Group, Inc. including 
exchange of information between the Pediatric Department and other 
healthcare departments.  It is understood that this information is to be used 
in confidence and for the purpose of helping our child. 
 
 
 
 
_____________________  ______________ 
Parent/Guardian Signature   Date 
 
_____________________  ______________ 
Witness      Date 



 
 
 
 
 
 



 


