Department of Health

H YORK
(New York State Early Intervention Program) STATE | Byreau of Early Intervention

= a—3—IMBHANATOITSLA i NEW
TLAILZERRESE (Consent for the Use of Telehealth)

FLHD%H

RHNAREES (Early Intervention Number) 4FBH / /
E TIN—b XV RES

Livd:l iy New York Z1p

A BAE (Municipality)
TLANLZEFRALTURHEEINZT—EX

H—EXEEES (Service Authorization Number)

TSR EE DR BHEES
HP—ERTONAE—I—T > — BEES
H—ERD—F1rR—F— BHEES
HP—EXRDA—TAX—E—I—-J>>— BEES

FRZZICAHTZEE: CORBEIZ. BENAY —EXDRMAELLTTLAILNRZERATZIHEIC. TLAILIY—EXZRtE T 20
IC. FHEY —EXRBE EDFEDICBETNTVE Y —ERDBEC EICEATIUEN DD XTI, TLAILRIE TOT SLEMERE
ICEBARBERICEDVTEAYTZ D TES. RENAY —ERDREHEDIDTY,

CDOTLAIILNZRDFERICETZRIEZICOVWTIE. 3 ENREED. FE2OWebH 1 FTAFTES. MAABRXBEOIHDEFA—
IWERICEAYT3HDEEE (Parental Consent to Use E-mail to Exchange Personally Identifiable Information Form) 1 ICE% « ilR&%
LIS BFA-IICE > TRET B EMNTEEXT, https://www.health.ny.gov/community/infants_children/early_intervention/
memoranda/docs/early_intervention_parent_consent_to_use_email.pdf

TLANZRERAOREE I FELDBRERORIRESNBITINIBDELEA. FBENAT—EXDERENICHL. BRI OEEED
HETY,

fh (3R ENREEDTILR—L) 3. BEINAY —ERRMAEELT T

LAIWREFEAL, WDFEDBAD (U—EXDEEEAH) T —EZXHNRMH
TNBCICABLET, fhlF ADFEDDRIFEZTLAIIRICEZH—E R FEHDEFIREEH —E X5HE (Individualized Family
Service Plan. IFSP) DY —E RIBEERFEEE-THDTHD . FEDICRESINIERE, MIFR—ZADHT—EXICMATIREINZ DD
TIRAEVWCEZEBRBLTVWETD,

Fhid. TLAILR (Telehealth) i3 £y avRICBERLET A Z2ERICEALTRENAT —EXNRMBEINZ L ZBHRIZ L%
BRELTVEY,

i FDFEBDT—ERXT—TA R—E—ADEFHICL>T TANAE—Ey I 3V 5BESNBZIRTORBNABRIC. ty>ay
/= bELVES/ - O TT I ERXIBEF D BB ZIBBELTVET,

fiF. TREBNATOTSLICETZHET-OREDOMER] (Your Family Rights in the Early Intervention Program) 1 ® AE—%X(1EX
DELT

Fhid. BROMAZBOYT WOTHEEICEID COREZRO I 3D H 5 ZBBLTVEY, P BEICIDERZHEIT 515
B ROFEHDOY—ERI -T2 —2—3. ADBHMZRITWoTH S7HEURE., LY —ERDIHDENU LD TLAILZEY
2aVDRAT P a—ILEANBVHDEEZET,

HOEEREEORS (BFE)
BOEEREEDESL B

RDFUICTEBLSIFESVIEBATETLAIRBE T +—LA (Telehealth Consent Form) 12 TLAILZBINICEE Y 358, RESEICL
PEFELEZFERITZIHE. CNDEFERICIE. ERDOAREZELEFERDIRMEY—H— (Adobe Acrobat. DocuSignZzE&D7 71
F=2avilE3FALEE) BEOBELHDIF T, COREFENFATERVESIE. TLALARAREZHRBIL. ] EANRES
HEEICEZT7A—LICRABEDBENTESLDICTEINENHDET,

20210 (Japanese) 3/24



https://www.health.ny.gov/community/infants_children/early_intervention/memoranda/docs/early_intervention_parent_consent_to_use_email.pdf
https://www.health.ny.gov/community/infants_children/early_intervention/memoranda/docs/early_intervention_parent_consent_to_use_email.pdf

	Child's Name: 
	Early Intervention Number: 
	Address: 
	City/Town: 
	Municipality: 
	Services to Be Delivered: 
	Date of Birth Month: 
	Date of Birth Day: 
	Date of Birth Year: 
	Apartment Number: 
	Service Authorization Number: 
	Name of Therapist/Teacher: 
	Therapist/Teacher Phone: 
	Service Provider Agency: 
	Service Coordinator: 
	Service Coordinator Agency: 
	Service Provider Phone: 
	Service Coordinator Phone: 
	Service Coordinator Agency Phone: 
	Parent/Legal Guardian's Full Name: 
	Service Type: 
	Parent/Legal Guardian Name (Print): 
	Parent/Guardian Date: 
	ZIP: 


