Suffolk County Department of Health Services

Division of Services for Children with Special Needs

PARENT/GUARDIAN CONSENT FOR ALTERNATE VERIFICATION SIGNATURE

I, __________________________________________________________, give permission for:

    (Parent/Guardian’s Name Printed)

Please all who will be able to sign - Day Care Staff, Teacher, Caregiver, etc.
1) _______________________________________Title: _______________________________
2) _______________________________________ Title: _______________________________
3) _______________________________________ Title: _______________________________
to review, verify the dates of attendance and sign the “Record of SEIT/Related Service” form for me on my behalf for my child, __________________________________, _________________.

                                                                            (Print Child’s Name)                                                                        (Date of Birth)

___________________________________________________ ,   _______________________

       (Parent/ Guardian Signature)                                                                                                               (Date of Signature)

I, _________________________ hereby withdraw the above permission as of _____________.

    (Print name of Parent/Guardian)                                                                                                                                      (Date of Withdrawal)

__________________________________,  ________________

(Signature of Parent/Guardian)                                                        (Date)
