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4020 N. Roxboro Road, Durham, NC 27704 [ DSS Record
Ph: (919)479-2690 Fax: (919)471-2531 [ Parent/Custodian Record

Name of Parent/Guardian:

Patient Name:

DUMC No. Date of Birth:

L CONSENT TO TREATMENT AND RELEASE OF INFORMATION

As parent/legal custodian/legal representative of the above named child, I hereby authorize DUKE UNIVERSITY MEDCIAL
CENTER to perform: a medical and/or mental health evaluation which may include diagnostic studies, a videotaped psychosocial

interview, a physical examination and photographs, of the above named child. This videotape will be secured by the Duke University
Medical Center and all confidentiality rules and laws will be followed

Date: O
Parent’s Signature

Although the primary purpose of the videotape is for the documentation of medical information, I give my permission for the
evaluation team to use videotape/photos for the benefit of education and training.

m]

Parent’s Signature

[m]

If Legal Custodian is the Dept of Social Services, Print Name, Position and County
m}

Other Legal Custodian or Representative’s Signature

IL I authorize and request that information be released to:

‘nitial (Referring Physician/Hospital/Health Provider)
initial (Taw Enforcement)
Tnitial (Department of Social Services)
nitial (Other)
O

Parent/Guardian’s Signature

O

Dept of Social Services’ Signature if they referred child as incident to their investigation

Witness’ Signature

NOTE: FEDERAL AND STATE RULES PROHIBIT DUMC FROM MAKING ANY FURTHER DISCLOSURE OF THIS
INFORMATION UNLESS EXPRESSLY PERMITTED BY THE WRITTEN CONSENT OF THE CUSTODIAN OR IS
OTHERWISE REQUIRED BY LAW.





