its

BIP-CONS-2

"NYC EARLY INTERVENTION PROGRAM

PARENTAL CONSENT FOR BVALUATION
Child’s B1 1D No,: Child’s DOB: / /
Child’s Name: '

Last Fivst

Date of Referial / /

Dear Barly Intervention Official Designee:

1 authorize the evaluation of my child by Cooner Kids Therapy Associates
Nonte of ovajuallon site

catly Intervontlon services. T understand that sevoral peopte will be Involved in the

process to determine whether my child is eliglblo for services. T also undersiand that this

svaluation site will coordinate the evaluation process and is the only agency {hat {s

authorized to arrange an Barly Intervention evaluation,

1 have been informed that T will be involved jn my obtld®s ovaluatlon and Individuslized
Family Servies Plan (IFSP) planning, that T will recelve the results of all evatuations and
that a copy of il evaluations will be forwarded to tho NYC Barly Interventfon Programn
to assist In the determination of sexvice needs,

If you request o sopy of the syaluations sent te your ehild’s Health Care Provider,
plense complefe the nnme and address below:

Name & address of Health Care Provider

Date: ! /

Slgnatuge of Parent/Guatdian_

Date; v ' /

Signature of Bvaluation Stte Representntive




