
 

 

 

 

Io sottoscritto/a____________________________________________  

genitore dell’alunno/a_______________________________________ 

frequentante la classe _________del plesso _____________________ 

AUTORIZZO 

le insegnanti di modulo, la funzione strumentale d’Istituto e la 

referente di plesso dell’area disabili ad avere contatti/colloqui con 

il personale dei servizi sanitari, terapeutici e sociali che hanno in 

carico mio figlio/a. 

 

Bergamo, ____________________ 

 

 

In fede 

_________________________________ 
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I THE UNDERSIGNED________________________________________________  

PARENT OF THE STUDENT___________________________________________ 

ATTENDING THE CLASS_____________________________________________ 

OF THE SCHOOL____________________________________________________ 

AUTHORIZE 

THE TEACHERS AND ALL THE STAFF ATTENDING TO DISABLED 

PEOPLE TO CONTACT AND HAVE CONVERSATIONS  WITH 

SANITARY/THERAPEUTIC STAFF AND SOCIAL WORKERS WHO ARE 

CONCERNED WITH MY SON/DAUGHTER HEALTH AND EDUCATION. 

 

Bergamo, ____________________ 

 

 

YOURS TRULY 

_________________________________ 
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He firmado/a______________________________________________ 

padre dell’alunno/a_________________________________________ 

que asisten a clase _________plexo____________________________ 

AUTORIZAR 

la forma de profesores, la escuela y en contacto con instrumental 

plexo de las personas con discapacidad a tener contactos o 

entrevistas con el personal de los servicios de salud, terapéuticas y 

de asistencia social que a mi hijo. 

 

Bergamo, ____________________ 

 

 

In fede 

_________________________________ 
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