Release of Information
	Student:_____________________________________

	School:___________________________________

	Date of Birth:_______________________

	Parent/Guardian:__________________________

	Address:_____________________________________
	Phone: __________________________________



Your child has been referred for an evaluation for special education services. Additional information is needed to assist in determining the need for special education. This information will be confidential and used only by persons directly involved with the student. 

For this evaluation, we are requesting information from the indicated contact person/agency:

Name of contact and/or agency/practice: ___________________________________________________
Address: _____________________________________________________________________________________
Phone Number: __________________________      Fax number: ______________________________
	☐ Medical
	☐ Psychological/ Behavioral
	☐ Vision/ Hearing
	☐ Other:_________________



In order to comply with federal law, your written permission is required so that the school system can receive information from the contact/doctor listed. Please sign on the line below and return to ________________________ at his school. Thank you for your assistance in gathering this information needed for your child’s assessment. If you have any questions regarding this request, please feel free to call (____)______________________ for clarification.

☐ I authorize _____________________________________________ (provider) to disclose protected health information about my child _____________________________ to the ___________________________ school system. The release extends for the period of year or for the following period of time: for _____________ to _______.

☐  I do not authorize the above provider to release information about my child to the ___________________________________ school system. 



________________________________________
Parent/Guardian Signature
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