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Authorization for release of information 

 

STUDENT       DATE OF BIRTH       

CURRENT GRADE       STUDENT ID#       SEX    M  F 

PARENT/LEGAL GUARDIAN       PHONE:  

ADDRESS       

 

PERMISSION IS GRANTED FOR: 

  

School, Agency, Clinic or Professional:       

Attention:                       

Address:       

City:       State:       Zip:       

Phone:    Fax:  
 
 

TO RELEASE / EXCHANGE INFORMATION REGARDING THE ABOVE NAMED STUDENT WITH: 

School, Agency, Clinic or Professional:       

Attention:                       

Address:       

City:       State:       Zip:       

Phone:   Fax:  
 
 
THESE RECORDS ARE BEING RELEASED TO SCHOOL PERSONNEL TO ASSIST IN DEVELOPING AN APPROPRIATE 
EDUCATION PROGRAM. 
 
THE SPECIFIC INFORMATION TO BE RELEASED OR EXCHANGED: 

 Educational Assessments  Physical/Medical Evaluation  Educational Records 
 Psychological Evaluation  Psychiatric Evaluation  Neurological Evaluation 
 Discharge Summary  Other  

 
I have been informed that I have access to and may review any or all of my child’s records and if so desire, to challenge the 
content of the records provided by the Family Education Rights and Privacy Act (FERPA) of 1974. 
 
 
SIGNED:______________________________________________  DATE: From:_____________ To:_______________ 
                               Parent / Legal Guardian                                                          Not to exceed one calendar year.  
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