
consent for cognitive testing 
and release of information

I give my permission for (name of student) ________________________________________________    (Date of birth) ______________

to have a baseline and if needed post-concussion ImPACT (Immediate Post-concussion Assessment and Cognitive Testing) administered 
at Senior High School. I understand that if my child sustains a concussion he/she may need to be tested more than once, depending upon 
the results of the test, as compared to my child's baseline test, which will be on file at Dubuque Senior High School. I understand there is no 
charge for the testing.

Senior High School may release the ImPACT (Immediate Post-concussion Assessment and Cognitive Testing) results to my child's primary 
care physician, neurologist, or other treating physician, as indicated below.

I understand that general information about the test data may be provided to my child's guidance counselor and teachers, for the purposes 
of providing temporary academic modications, if necessary.

__________________________________________ 	 ________________
Parent / Guardian Signature		D  ate

05/2014

STUDENT INFORMATION

Address: 	 City: 					          Zip:

DOCTOR INFORMATION

DOCTOR NAME: 	PR ACTICE / GROUP NAME: 

PHONE:

PARENT / GUARDIAN INFORMATION

Parent / Guardian Name(s): 	

Home Phone:                                                         cell Phone: 	 work phone:

Please indicate preferred contact number and time (if necessary):

woodwarb
Highlight


	Student Name 3: 
	Student Date of Birth 3: 
	Student Address: 
	Student City: 
	Student Zip: 
	Doctor Phone: 
	Doctor Name: 
	Ptractice Name: 
	Parent 1 Name 3: 
	Parent Home Phone: 
	Parent Cell Phone: 
	Parent Work Phone: 
	Parent Preferred Contact Info: 


