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CHILDREN'S HEALTH 

*ROIF*
Authorization for the Use, 

Disclosure and 
Release of Health Information to SchoolsRev. 7/2024EX0209-001NS

ROIF
Medical Record Number:

CSN:

Patient Name:

Location:

DOB:

Place a patient label on all sheets 

Communication with your child's school and / or athletic program is important when coordinating treatment and appropriate return to 
school and / or athletic program activities. 

This authorization allows us to communicate directly with official representatives from your child's school / school district / 
and / or athletic program.  All parties recognize and agree that the school / school district / school counselor and / or  athletic 
program may also communicate (including in person, via telephone or encrypted email) information related to the patient back 
to Children's Health (as defined below).

I certify that I am the patient or legally authorized representative of:
("patient") and I hereby authorize Children's Health System of Texas ("Children's Health") and its representatives to release the patient's 
health information to the school / school district / school counselor  and / or athletic program as follows:

HEALTH INFORMATION AUTHORIZED FOR RELEASE: Plan of care and any restrictions or other support related to the medical, 
psychiatric or mental health condition(s) being treated by the Children's Health care team. 

Children's Health is hereby released from legal responsibility or liability for the disclosure of the records to the extent indicated and 
authorized herein. I also understand that I may revoke this authorization in writing at any time (except to the extent that action has been 
taken in reliance on this authorization) by sending a written notice to ATTN: Director Health Information Management Department, 
Children's Health, 1935 Medical District Drive, Dallas, Texas 75235.

Unless otherwise revoked, this authorization will expire one year from the date of my signature.

I understand that Children's Health will not base the plan of care, treatment, payment, enrollment or eligibility for benefits based on my 
completion of this authorization form.

I understand that the health record may contain information in reference to drug / alcohol abuse, psychiatric or mental health 
conditions, HIV / AIDS, intellectual disability or genetic testing.       I agree                    /      I disagree                     to its release.
                                                                                                                                   (initial)                                  (initial)
I understand that this health information may no longer be protected by federal and state privacy laws once it is disclosed, and, 
therefore, may be subject to re-disclosure by the recipient.

Address:                                                                                                                                 Telephone number: 

E-mail:                                                                                                                                     Fax number:

Signature of Patient or Legally Authorized Representative Date 

Printed Name of Patient or Legally Authorized Representative Relationship to Patient

Time

PLEASE CHECK THE APPROPRIATE BOX BELOW:  

         I agree to and authorize the release of the patient's health information.

         I do not agree or authorize the release of the patient's health information.

Health Information and plan of care related to the patient's medical condition(s) may be disclosed to official representatives (including, 
but not limited to, school nurses, teachers, school counselors, athletic coaches, athletic trainers, and academic advisors) at the following 
school / school district / athletic program  / institution:

Name of Individual, or School, School district / Athletic program / Institution: 

(Patient's name)

The purpose of this consent form is to verbally communicate with your child's school counselor regarding referral updates & coordinating appointments. Your child's records will NOT be released.

Required

Required

(school counselor's name & school campus name)

Required
Required

x x

xx



(Parent/Legal guardian's signature IF patient is a minor)

(Parent/Legal guardian's name IF patient is a minor) Required

Requiredx x

xx



This only applies to inpatient stays

(Parent/Legal guardian's signature IF patient is a minor)

(Parent/Legal guardian's name IF patient is a minor) Required

Requiredx x

x x



TCHATT services are provided at NO Cost

Required

(Parent/Legal guardian's signature IF patient is a minor)

(Parent/Legal guardian's name IF patient is a minor)

Requiredx x

x x



Required

Required

(Patient's name)

(Parent/Legal guardian's signature IF patient is a minor)

Required(Parent/Legal guardian's name IF patient is a minor)

Requiredx

x

x

x


