
NOCCCI Information Exchange & Release of Information Form
This form has been designed to facilitate communication among the child’s cochlear implant team, school personnel, 

early interventionist/s (if applicable), and private therapist/s. Please keep a copy of this form with the child’s records at each location. See NOCCCI Communication Flowchart for instructions on how and when to complete this form. 

When questions and/or concerns arise, please contact the CI center immediately.

Date Form Completed: ____________     Date Form to be Updated (1 year from completion date): _________
Child/Student Name: ______________________________           DOB: _________________            Age:  _____________

	Parent/Caregiver: Please ask your early interventionist or school to help you complete this form: Par

Parent Name/s:________________________________________   Best way to communicate: phone / fax / email                
Address:___________________________________________________________________________________________

Phone:____________              Fax:________________                email:________________________________________

	Cochlear Implant Center
Center Name (Please circle):

Cleveland Clinic Foundation             University Hospital Case Medical Center             Private Practice-Mapping Audiologist     
9500 Euclid Ave. Desk A71                 11100 Euclid Avenue                                                Hamilton CI Services, LLC.

Cleveland, Ohio 44195                         Cleveland, Ohio 44106                                              1231 E. Garfield Rd.

PH: 216-444-5370                                PH: 216-844-7191                                                     Aurora, OH 44202           

Fax: 216-444-0187                               Fax: 216-844-3668                                                    PH: 330-995-1461

Surgeon: Erica Woodson, M.D.         Surgeons: Cliff Megerian, M.D. &                         Fax: 330-995-1462

                                                                                 Maroun Semaan, M.D.                         

*Audiologists:                                      *Audiologists:                                                          *Audiologist:

R. Bibler, Au.D.,  A. Ziska, Au.D.,        G. Murray, Ph.D.,  R. Piper, Au.D.,                         Margaret J. (Maggie) Hamilton, Au.D.                                                                                                                N. Adamson, M.A.                                 K. Strange, Au.D.                     

*Audiologist (Best way to communicate): ____ phone   ____ fax   ____email: __________________________

	School/Help Me Grow/Early Intervention/

School/Agency: ________________________          District of Residence: ___________________________________
Personnel responsible for completing NOCCCI School to CI Center Communication Form and sharing info:

Name/Title:  _________________________________________________   email: ____________________________________  
Address: __________________________________________________________________________________________

Phone:__________________         Fax: __________________      Best way to communicate: phone / fax / email                    
· Teacher: ___________________________                                                    email: _________________________

· Educational Audiologist: ___________________________                         email: _________________________

· Speech Language Pathologist: ___________________________                email: _________________________
· Intervention Specialist/Itinerant Teacher: _______________________    email: _________________________

	Other: Therapist/Audiologist (As requested by family)
Organization_____________________________________________________________________________________

Contact: __________________________________________  email:____________________________________

   Address: ________________________________________________________________________________________

Phone:___________________       Fax:___________________   Best way to communicate: phone / fax / email                


AUTHORIZATION TO RELEASE/RECEIVE INFORMATION
I grant permission for the names listed above to receive/exchange information (includes written and/or verbal communication) if needed to secure, coordinate, and provide services to the individual listed above.  This may include information regarding academic performance and health issues including emotional illness, drug or alcohol abuse, and HIV (AIDS/ARC) test results subject to the terms of Federal Law 42CFR, Part 2.  This release is valid for one calendar year and will be updated at least annually.  Reports may be sent and received ONLY to/from the sources listed above.   When sources are added or deleted, it is necessary to complete a new form.  To annually re-authorize the release of information as listed above, please sign below.

Parent/Guardian Signature


Relationship



Date

****The individual who assisted the family in completing this form and who routed a copy of this document to all of the above listed individuals:  ______________________________________________(Name & Title)    ___________(Date Form Routed)

Northeast Ohio Consortium for Children with Cochlear Implants (NOCCCI)           Updated: 7/19/10
This form can be downloaded from the following site: http://groups.yahoo.com/group/NOCCCI/

