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CONSENT TO TRANSPORT 

I, ______________________________ hereby give my consent for my child __________________________  to be 

transported by NOCAC Head Start staff for an appointment with__________________________________.  The location 

of the appointment is at: ______________________________________________________. Your child’s appointment is 

scheduled on: ____________________________________ at _____________________ 

We will leave the center at__________________    We plan to return to the center at__________________ 

Type of transportation:  ______________________________________________________________________ 

Child’s home address: ________________________________________________________________________ 

__________________________________________________________________________________________ 

Phone number where you can be reached during this time: _________________________________________ 

NOCAC Staff members who are scheduled to help transport your child: 

____________________________________________ and  __________________________________________ 

In the event that your child should not be back to the Head Start center in time to go home on his/her normal bus 

route, he/she will be transported to the address listed above. 

I understand that this treatment has been recommended as necessary or advisable for my child by a physician or a 

dentist, and I understand the nature of the treatment. The purpose of this consent form has been explained to me. This 

consent is valid for one year after the date signed.  

Parent/Guardian Signature: _______________________________________________Date: _______________ 

Signature of NOCAC Head Start Staff: _____________________________________________________ 

http://www.nocac.org/

