Family Network on Disabilities of Broward County, Inc.

Consent for Services
Student’s Last Name ________________________________First Name________________________ 

Student’s DOB________________  Social Security # ________________________________________
Disability __________________________________________________________________________

Home Address: _____________________________________________________________________

City, State, Zip: ____________________________________________________________________

Parent’s Name: ______________________________________________________________________

Phone #       Home_______________________________ Cell   ______________________________

Child’s School: _____________________________________________________________________

School Phone #: ________________________________ Teacher: ___________________________


I consent to participate in the Family Education Project. I agree to provide all necessary documents to determine eligibility for this program.  I understand that it is my responsibility to provide proof of eligibility and that without all necessary documents and my original signature on file, services may be delayed.  I understand that the purpose of services is to assist me in learning to advocate for my child independently.  I understand that services are limited and based on staff availability and available funding.

Signature_____________________________________________________ Date ______________________
Return this form with original signature by mail to:
Family Network on Disabilities of Broward County, Inc. P.O. Box 260909, Pembroke Pines, FL 33026
Attention: _________________ 
Consent for Services August  2016



(I hereby authorize the Family Education Project of Family Network on Disabilities of Broward County, Inc. to obtain and/or share in verbal and/or written form, information regarding the above named individual.  I understand that all information will be kept confidential and will be used only to obtain appropriate services for my child and family.  This authorization shall remain in effect until revoked in writing.  


										Initials______ Date _______





(I understand that participation in this project is voluntary.  Part of my responsibility as a program participant is to complete evaluations to determine if the project / advocate is meeting its mission to educate parents of children with disabilities and learning challenges.  I agree to complete and return follow-up questionnaires so that program staff can indentify program strengths and weaknesses. 


				Initials______ Date _______





(I have received a copy of the BILL OF RIGHTS and COMPLAINT PROCEDURES, which were included in this packet.


				


				Initials______ Date _______























Please complete all information and return ALL pages

