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Pursuant to Florida Statute 1014.06: Parent Consent or Opt Out: Check appropriate box

_____ my  which consists of 
 screenings (i.e. district behavioral support and counseling, etc.).

_____ OPT OUT my from ing  which consists of health appraisals 
including vision, hearing, growth and development screenings (i.e. district behavioral support and counseling, etc.).   

Parent signature: ____________________________  Date: _________________________
 If, upon administering a vision screening through the school or any other OCPS program, my child is determined to have a need for a follow-up  
vision examination and if my child is eligible or otherwise financially qualified, I hereby authorize for OCPS or a designated third party to provide  

 

an appropriate facility.  I give my permission for the appropriate medical personnel and staff to initiate treatment immediately upon arrival to the 
appropriate facility.  hild’s condition and admission as soon as possible. If I cannot be reached, I request that the  

 
 

confidential 
information to agencies of the State of Florida which would allow Orange County Public Schools to verify 
Medicaid eligibility, bill Medicaid for reimbursable Certified School Match services referenced on my child’s 
IEP and receive Medicaid reimbursement for Exceptional Student Education (ESE) services it provides to my 
child while at school. I understand that my child will continue to receive services referenced on his/her IEP 
whether or not I give consent. Please take the student's Social




