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Program Name:      
Even Start Family Literacy Program (ESFLP)
Partnership/Collaborator Release Form

Communication between all agencies or professionals providing services to a family can greatly improve the coordination of those services and avoid duplication and/or misunderstandings.  Please check any agencies that are involved with your family, name a contact person if possible, and check yes to indicate your permission for contact. (To be completed by Site Staff only)
	
	List your Collaborators:

	1.
	     

	2.
	     

	3.
	     

	4.
	     

	5.
	     

	6.
	     

	7.
	     

	8.
	     

	9.
	     

	10.
	     

	11.
	     

	12.
	     

	13.
	     

	14.
	     

	15.
	     


State Agencies
  Health Dept. Contact Person:        
  Consent to Contact:  Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

  DHS Contact Person:       
  Consent to Contact:  Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

  DCS Contact Person:       
  Consent to Contact:  Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

  Dept. of Mental Health Contact Person:       
  Consent to Contact:  Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

  Dept. of Child Protection Contact Person:       
  Consent to Contact:  Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

Head Start and Early Head Start

  Contact Person:       
  Consent to Contact:  Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

Pediatrician/ Physician

  Contact Person:       
  Consent to Contact:  Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

Parents and Children Learning Together Collaborating Agencies
  Contact Person:       
  Consent to Contact:  Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

Other
  Contact Person:       
  Consent to Contact:  Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

I hereby authorize the requesting ESFLP to give and receive information to the above named agencies. 

Staff Signature: _____________________________

Date: ________________
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