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Getting To Know Your Student
Authorization To Disclose Information

| understand that my information, which is retained by Adult Independent Services, may
not be disclosed to another person without my written permission.

Student’s name: BirthDate:

Graduation Date:

Mother’s Name: Father's Name:

Guardian’s name:

Parent/Guardian Phone number:

Parent/Guardian Email:

Student’s Medical Diagnosis:

Student’s Strengths:

Student’s Weaknesses:

Is Student Receiving Services:

If Yes/What Services?

Does student have Medicaid?

Where do you see your student once they graduate?




o
oh Adult Independent Services

Do you have a future plan for your student?

Are you interested in Independent Living?

Are there any Adult State-Funded Services you would like information on?

Comments:

Parent/Guardian(print): Date:

Signature:

Thank you,

Debra Freed

Founder

(954)541-7765Authorization

Adult Independent Services
debra.freed@adultindependentservices.com
www.adultindependentservices.com
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