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VOLUNTARY SERVICES 
PERMISSION TO PLACE AND TREAT CHILD

	CHILD'S NAME
	LINK #
	DATE OF BIRTH


I/We __________________________________ agree to place

Name of Parent(s)/Guardian(s)

___________________________, at ________________________ on a voluntary basis.

Name of Child

I/We hereby authorize such routine tests and treatment for my/our child, as necessary and consistent with the case plan, including psychiatric, medical and dental treatment.

I/We also authorize emergency treatment, including surgery, to protect the life and

well being of my/our child.

I/We will be kept informed, in writing of all testing, treatment and medication.  

I/We authorize the release of all such information and reports to the Department of Children and Families.
I/We impose the following restrictions: ____________________________________
___________________________________________________________________

___________________________________________________________________
	Signature of Parent/Guardian
	Printed Name
	Date

	Address
	Telephone Number

	Signature of Parent/Guardian
	Printed Name
	Date

	Address
	Telephone Number

	WITNESSED: Social Worker/Date

	DCF Office
	Telephone Number


ORIGINAL TO: Case Record
COPY TO: Parent/Guardian
