District:__________________________________________

Child's Name:____________________________________
Agency Telephone:  (516)747-9030
_______________________________________________________

Parent/Guardian Signature




Date
AUTHORIZATION FOR ALTERNATIVE TO PARENT/GUARDIAN/CARETAKER SIGNATURE

EIO (DOH Service Coordinator):__________________________________________

DOB:___________________

Agency Name:  Kidz Therapy Services, LLC

As parent/guardian of ______________________________________________________, I give permission for services to be provided at my child's home, day care, school or other community setting.  I grant permission for the Nassau County Daily Notes/Attendance Sheet to be signed by the following individual(s) who are eighteen (18) years of age or older at this setting.
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THOMAS R. SUOZZI COUNTY EXECUTIVE

DAVID M. ACKMAN, MD, MPH COMMISSIONER

NASSAU COUNTY

DEPARTMENT OF HEALTH
OFFICE OF CHILDREN WITH SPECIAL NEEDS

Early Intervention Program

Preschool Special Education Program

EI 5217 5/05


































