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SCHOOL AUTHORIZATION FORM 

 

I Authorize: (Schools Name)​ ​                      ​ ​ ​  

______________________________________________________​
​
​
​
To fill out ADD/ADHD forms for (Patient name & date of birth)​
​
​
Patient Name: _____________________________________________            Date of Birth: _________________  ​
​
 

​
Signature of Parent or Guardian: _______________________________________         Date ________________ 

​
Relationship to Patient: _____________________ 

 


