AUTHORIZATION  FOR  RELEASE  OF  CONFIDENTIAL  INFORMATION
1.  I authorize   _________________________________      ____________________

                                   (Name)



                                 (Address)


                                                                    ________________             ____________________  

                            (City)                                                   (State)                     (Zip)                      (Phone)                                                                                            
     


      √to receive from                                √to release to
2. ___________________________________________________________________________________________ _
           (Name of Hospital / Physician / School System / Other)
3.   _ Other: ____________________________________________________________________________________
                       Name of Agency                                Address                                     City, State, Zip                               Phone / Fax
 Information regarding:   
     Student's Name:    ________________________




   Student's DOB:  ____________
     Student's School:  ________________________


    

     Student's Service Dates: ________________________
4. I would like the following information from the student's record available for review:
   √Medical Diagnosis

   

        √Medical History and Evaluation Report 
   √Psychiatric Diagnosis         


        √Psychiatric/Psychological Report

   √Speech & Language Assessment Report     
Other (Specify) _________________________________________________________________________________.
5. This information is to be released and discussed, if necessary, for the purpose of:
   √ Continuation of care


□ Application of insurance or state/federal funding programs

   √ Review of records
   □ Other ______________________________________________________________________________________

I understand that I have a right to revoke this authorization at any time.  I understand that if I revoke this authorization I must do so in writing and present my written revocation to the party requesting information.  I understand that the revocation will not apply to information that has already been released in response to this authorization.  Unless otherwise revoked, this authorization will expire on the following date, event or condition:
 ___________.  If I fail to specify an expiration date, event or condition, this authorization will expire at the end of the year requested.

I understand that authorizing the disclosure of this health information is voluntary.  I can refuse to sign this authorization.  I understand that I may inspect or copy the information to be used or disclosed.  I understand that any disclosure of information carries with it the potential for an unauthorized redisclosure and the information may not be protected by federal confidentiality rules.  If I have questions about disclosure of my health information, I can contact the party requesting the information.

6.   _________________________________________________________     ____________________________________
         Signature of Student, Parent/Guardian of Minor or Legal Representative                                  Contact Telephone Number
       _________________________________________________________     ____________________________________

         Relationship to Patient or Title of Legal Representative                                                              Date of Signature
       _________________________________________________________     ____________________________________
         Signature of Witness                                                                                                                    Date of Witness Signature

