[LETTERHEAD]


November 4, 2017
[bookmark: 2]
[PARENTS]
[ADDRESS]
[bookmark: _GoBack][CITY, STATE  ZIP]

[bookmark: 7]	Re:	[STUDENT NAME]

Dear [PARENTS]:

	[SCHOOL NAME] is undertaking a review of all its student health plans due to recent changes in federal disability law.  We may not consider your student's eligibility for these disability services without your permission.  

	Enclosed you will find a form which permits you to elect one of two options.  First, you may decline additional evaluation if you are satisfied with your current health plan services and therefore opt out of any additional services and procedures which may be available under Section 504 of the Rehabilitation Act.  Second, you may elect to permit the district to perform additional testing and evaluate whether additional services or the administration of those services is subject to change.

Regardless of how you choose to complete the form, your student will continue to receive the supports provided by his/her current health plan.  Likewise, if you permit the school to conduct the evaluation analysis it does not necessarily mean that your student will receive different or additional services.    

	Please review the form and return it to ________, as soon as possible.  I have enclosed a copy of a document that outlines your rights as a parent of a student who may have a disability.  If you have any questions, please feel free to contact me.


						Yours very truly,


						[NAME], [POSITION]
						[SCHOOL DISTRICT]

Consent to Evaluate
Under Section 504 of the Rehabilitation Act

School: _________________________ Date:_____________________
Student Name: ___________________________________
Date of Birth:____________  Age: ________ Grade: ___________

Parent/Guardian Name(s): 	_________________________________
__________________________________
I DO ____ DO NOT ____ consent to the assessment of my child to determine whether he/she qualifies as a student with a disability under Section 504 of the Rehabilitation Act.  I understand that my consent may be revoked at any time prior to the completion of this assessment.

Parent or Guardian Signature:  __________________________  
Date:________________

*Please return this document to the school district 

FOR SCHOOL DISTRICT USE ONLY:
Received by: _________________________
Date: ______________
