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Permission to provide information to KIDSNET 
 

KIDSNET is a Department of Health information system containing healthcare information, 
including immunization and lead screening records.  The information is shared with authorized 
healthcare professionals like school nurses and doctors to help assure that children are up to date on 
immunizations and other preventive health services.  Signing this form gives your school nurse 
permission to share your address and/or immunization information with KIDSNET to help 
coordinate your health care and assure you have met the immunization requirements for school entry. 
 
I, __________________________________, hereby consent and grant to  

(name)     
________________________________________________________ permission to provide 
            (name of school) 
 
Check all that apply: 
 
______ Address  
 
______ Immunization information  
 
to the Rhode Island Department of Health, KIDSNET Program, 3 Capitol Hill, Providence, RI 02908 
for the purpose of health care coordination, including correspondence with parents or guardians and 
assuring that all healthcare providers responsible for verifying immunization status have complete 
and accurate information: 
 
Student Name: __________________________________________________________ 
 
Mailing Address:  ________________________________________________________ 
 
                             ________________________________________________________ 
  
In signing this consent form, the student and/or the student’s parent or legal guardian agrees to permit 
the release of these records. 
 
____________________________________ ____________________________________ 
Signature of Parent/legal guardian  Signature of student 
(for students under age 18)  (for students 18+ years of age) 

 
 

____________________________________ ____________________________________ 
Printed name of Parent/legal guardian  Printed name of student 
 
 
Date:  _______________________________  Date:  _______________________________    
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