
 Health Services Disclosure Statement 
 
Name: _____________________ DOB:______________  Student ID#: ______________  
Campus:___________________ Grade: ____________   
 

BISD Form I A-5, 6/09 

 
After meeting on (date)_______________________, the following action/meeting is planned 

____________________________________________________________________________  

____________________________________________________________________________  

____________________________________________________________________________  

____________________________________________________________________________  

 
 
I agree to disclose my child’s medical condition to the following persons: 
__________________________________  ___________________________________  

__________________________________  ___________________________________  

__________________________________  ___________________________________  

__________________________________  ___________________________________  

 

 

Statement by parent(s): _________________________________________________________  

____________________________________________________________________________  

____________________________________________________________________________  

 
 
 
__________________________________  ___________________________________  
Parent’s Signature  Date 
 
 
__________________________________  ___________________________________  
Parent’s Signature  Date 
 
 
__________________________________  ___________________________________  
Address  Telephone 
 
 
 


