	
	Eastern Oregon Head Start

Parent Permission for Individual Child Observation



I give my permission for Eastern Oregon Head Start’s mental health consultant to review my child’s Head Start file, consult with Head Start staff, and observe my child in the classroom for the purpose of helping classroom staff plan appropriately for my child, and if necessary make a referral for further assessment and/or services.  The mental health consultant is a qualified provider with whom the Head Start program contracts for services.  

All information collected by the mental health consultant will be kept confidential.

Child’s Name (Please Print) ___________________________________________

Parent’s Name (Please Print) __________________________________________

I wish to set up a meeting with my child’s teacher and the mental health consultant to discuss the results of any observation.


Yes        No  

______________________________________________________/_____/_____

Parent Signature                                                                                    Date

______________________________________________________/_____/_____

Staff Signature                                                                                       Date

Reviewed 2006

