Ellis School

SAU #83

432 Main St

Fremont, NH 03044

Telephone: 603-895-2511 / Fax:  603-895-1106

MEDICAL RELEASE OF INFORMATION FORM
Name of Student: ____________________________________Grade____________

Date of Birth:_____________ Relationship of undersigned to student:___________

I give my permission to the Ellis School Nurse to request the following information regarding my child for the purpose of maintaining updated health records in order to maintain compliance with NH state requirements.

Physical Exam: ______________         Immunization Records:_______________

Previous School Medical Records:___________

Name of School: _________________________
Address of School: _______________________

______________________________________
Phone Number: ________________________

I give the school nurse permission to exchange information between my child’s

healthcare provider and dentist as needed for any health concerns that may come up in 

school.
Healthcare Provider: _____________________ Phone Number: ___________________

Dentist: _______________________________ Phone Number: __________________

Parent/Guardian:_____________________________ Date:__________-
