
Diagnostic Testing Agreement For ______________________________________________________
                                                                                                                                     Students Name

I understand that I am agreeing to taking the student listed above to receive testing from The Diagnostic 
Learning Services at the request of ___________________________ from _____________________
                                                                                                              Teacher			                             School

I understand that this is diagnostic testing and that there may be other service necessary for this student 
to reach their highest potential of learning that will be my financial responsibility. The Texas Conference of 
Seventh-day Adventist is willing to pay for the testing done at The Diagnostic Learning Services, provided 
there are funds available, and all of the REACH documents have summited to the Office of Education. 

Signature _______________________________________	 Date _____________________________
                                                     Parent or Guardian

Signature _______________________________________	 Email ____________________________
                                                           Teacher

School Name ____________________________________	 Phone ____________________________

Address ___________________________________________________________________________

______________________________________________________________________________________

AUTHORIZATION TO RELEASE INFORMATION:  I hereby authorize The Diagnostic Learning Center 
to release any information/testing results to the teacher and school listed above.

Signature _______________________________________	 Date ______________________________
                                                     Parent or Guardian

Witness _____________________________ Title ___________________________ Date __________

Please print the following information:

Student’s Name __________________________________	 Date of Birth _______________________

Parent or Guardian Name _____________________________________________________________

Phone Number ___________________________________	 Email _____________________________
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