Parent Permission Form for Vermont’s Consultation, Access,
Resources and Equipment Support (CARES) personnel.

Consent to the Release of Personally Identifiable Information

| am the parent or legal guardian of:

| give permission for my DSEE € school team and school:

o Torequest and receive consultation services from the CARES Team and

relaged UYN perspnnel to support planning and implementation of m
DIE € £0S221DIZ00AW o ro b SR y

o dZ GEDSAYOG SYIZOWAKZY 102w WU DSSIE € GEZDAKZYAI records with the CARES
Team for use during the consultation and related planning and implementation
of the IEP. Additionally, | Eprowde consent for the CARES Team to share
information with my DSSIE € education team.

| understand that:

o CARES Team services may include such services as observation of my child in
educational settings (including the home, if my child is receiving IEP/504
accommodation services there), participation in team meetings, talking with



Additional Consents

1. Photographs and recordings for Use by Team. /DZYEGY+ 120 Z ~ AYE Wl PSEE €
school to photograph, record, audio and/or video my child to assist in determining and
providing IEP recommendations and implementation. These items will only be shared
with CARES, UVM related personnel and team members involved in planning and/or
SWRIGWGYRYO WL DSHE € DAZOTAVNAAYO'

Date:

Parent/Guardian signature

2. Use of e-mail. | consent to the use of e-mail for confidential correspondence
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members of the IEP team and me.

Date:

Parent/Guardian signature

3. Consent to Release of Medical and/or Other Third-Party Information

SWDIGWGYIAKZY Z1 £Ga1GE 123 WL DSEE / G31G DGAWEEZY 42 Z ~AYE WU DSHE €/ W
Team/IFSP/OnePlan team to receive or disclose health and/or educational records and
information regarding my child, to the individual(s), agency(ies), or organization(s)
named below, and for person(s)/organization(s) named below to disclose information
and/or records regarding my child from/to CARES and the IEP team.
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Name(s) of Person, Agency, or Other Third Party(ies) Circle all that apply:

1) UVM Medical Center Educational Services Program
2) UVM Medical Center Ear, Nose and Throat (ENT)

3) UVM Medical Center Audiology- Fanny Allen

4) UVM Health Network Porter ENT and Audiology

5) UVM E.M. Luse Center

6) Northwestern Medical Center ENT and Audiology

7) Northwest Hearing Services

8) Better Living Audiology

9) Brattleboro Hearing Center

10) Rutland Regional Medical Center ENT and Audiology



11) North Country Otolaryngology and Audiology
12) Dartmouth- Hitchcock Medical Center ENT and Audiology

Other (please write in below):

Signature of Parent/Guardian:

Date:

Print Parent/Guardian Name:

Parent/Guardian Email:

Language used in the home:

&IE € Name:

School District/School Name:

CARES Team mailing address:

CARES Team

c/o UVM Center on Disability & Community Inclusion
317 Mann Hall

208 Colchester Ave
Burlington VT 05405

CARES Team contact information

Darren Mclntyre, Co-Director
(802) 656-1132

Pam Hoover, MS, TOD, Co-Director
(800) 770-6103 ext 225
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