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Permission to Receive/Disclose Student Information

I. Child’s Name:  ___________________________________________ Date of Birth:  __________________________
Parent/Guardian/

Surrogate Parent:  _______________________________________________ Phone Number:  ____________________
School District:  ___________________________________________ Building:  ______________________________
II. I hereby give permission for ______________________________________________________________________,

to ______Receive and/or _____Disclose the information that is initialed below.  It is my understanding that all information will be utilized only by professional personnel to aid my child in his/her educational program.

III. ______
General School Records

______
Physician’s Reports
______
Physical/Occupational Evals.

______
Psychological Evaluations

______
Police Reports

______
Vision Evaluation

______
Psychiatric Evaluations

______
Medical Reports

______
Individual Educational Plans

______
Psychosocial Assessments

______
Family Service Plans
______
MH Treatment Summaries

______
Evaluation Reports

______
Probation Reports
______
Staff Observations

______
Special Education Records

______
D & A Evaluation.
______
Audiological Evaluation

______
Other __________________________________________________

IV. The above information is to be sent to:

_____________________________________________________
____________________________

Name







Title

________________________________________________________________________________________

Street




City

     State

     
Zip

I have been told that, in order to protect the limited confidentiality of records, my agreement to obtain or release information is necessary and that this permission is limited for the purposes and to the person listed above, and will be effective for 1 year after the date of my signature, unless specified below.  I also understand that I may revoke this authorization in writing except to the extent that action has been taken in reliance thereon.  Refusal to sign this authorization will not impact treatment.

This consent shall be in effect from _________________________________ until _________________________________.









      (not to exceed 1 year)

DO YOU WANT TO REVIEW THE INFORMATION BEFORE IT IS RELEASED?
_____ YES  _____ NO

V. ________________________________________________________________________________________

Signature (Parent/Guardian/Surrogate Parent)
Address



Date

VI. ________________________________________________________Student Signature (when applicable)
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