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 SEQ CHAPTER \h \r 1
Consultative School-Based Rehabilitation Service Consent Form

Occupational Therapy and Physiotherapy      

Consent to Treatment

Parent/Guardian Permission:
I do hereby consent to the referral of my child for assessment and subsequent intervention deemed appropriate by the above professional(s) indicated.  I understand I will be advised of any assessment results and / or planned or ongoing intervention regarding my child, and that I may ask for and receive regular updates.  I agree to participate in the programming necessary for my child as determined by each assessment.

I give consent to the Consultative School-Based Rehabilitation Services to provide Occupational Therapy and/or Physiotherapy services, as listed below, for my child.  This consent is valid from September 1, _________ to August 31, ________ or until the parent/guardian withdraws the consent.

The Consultative School-Based Rehabilitation Services is consultation-based and the following services may be provided:

· 
Occupational Therapy assessment and consultation
·      Physiotherapy assessment and consultation
·  
Teaching of occupational therapy or physiotherapy programs to school staff
· 
Participation in Individual Program Plan (IPP) development
· 
Equipment suggestions
Parent/Guardian Signature: ____________________
Date: __________________________

Authorization to Share Information

An important part of providing school therapy services includes collaborating and sharing of written and verbal information (e.g. regarding past medical history, current health status, assessment results, progress reports, etc.) with individuals who may be involved with your child.   As part of school-based rehabilitation therapy services, information is sent to the child’s school, as appropriate, to assist with developing the child’s school program.

I agree that all relevant therapeutic information, including assessments, regular progress reports and audiovisual documentation may be exchanged among any professionals involved with the South Shore Regional Centre for Education, Nova Scotia Health and other health professionals or external agencies, if deemed necessary. This consent is granted from September 1, _________ to August 31, _________ or until the parent/guardian withdraws the consent.

Parent/Guardian Signature: ____________________
Date: __________________________
Student’s Name:  ________________________________


HCN: _________________________________________


DOB (dd/mm/y):________________ Grade ___________ 


Diagnosis:  ____________________________________


Mailing address: ________________________________ 


Parents: _______________________________________


Phone #:  (H) __________    (W) _____________
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