CONFIDENTIALITY	Section 07	1/6/2020
[bookmark: _GoBack]SAMPLE CONSENT TO RELEASE INFORMATION FORM – MEDICAL
XXXXXXXXXXXXXXXXXXXXXX SCHOOL DISTRICT
Superintendent of Schools
xxxxxxxxxxxxxxxxxxxx
Director of Fiscal Services Director of Special Services
xxxxxxxxxxxxxxxxxxxx
Director of Curriculum, Director of Physical Plant
Instruction, & Assessment: xxxxxxxxxxxxxxxxxxx
___ Street __Any Town ___Vermont cell(802) xxx-xxxx (p) ___(802) xxx-xxxx (f) website.org
Mission Statement: 


AUTHORIZATION TO RELEASE INFORMATION
I hereby authorize the XXXXXX School District to release/receive information concerning:
_________________________________________________________________________________
Student Name Date of Birth
to/from: __________________________________________________________________________
Agency Name: ____________________________________________________________________ Please send records to: XXXXXX School District
Attn: _____________________________________________________ Phone: ________________
School: ___________________________________________________ 
Emails: _____________________________________________________ Fax: _________________

The purpose of this authorization is TO PLAN APPROPRIATE EDUCATIONAL SERVICES
Records/Information to be released (please check):
Psychological Evaluation Standardized Achievement Test Scores
Psychiatric Evaluation Standardized Ability/Aptitude Test Scores
Health/Medical Records Special Education Records
Treatment Plan Discipline Reports
OT, PT, Speech/Language Records Alcohol and/or Drug Use and Treatment
Other: _____________________________
Dates of Care to be released: ____________ to ______________

I understand that this authorization shall be in effect for one (1) year from the date signed. I understand the nature of the authorization and freely give consent for written or oral sharing of information. I also understand that this authorization may be recalled at any time by my written request, except for actions already taken. I understand that my treatment or payment for my treatment cannot be conditioned on the signing of this authorization. The information released in response to this authorization may be re-disclosed to other parties.
________________________________________________________________ ____________
Signature of parent/guardian (if 18 years of age/attending post-secondary school) or student ________________________________________________  Date: ____________________  

The confidentiality of the information received will be protected by the State and Federal guidelines
regulating the collection, maintenance, and dissemination of student records.
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