Spring Cove School District                                                               Roaring Spring, PA  16673

Student Name:  
Date of Birth:  

Parent or Legal Guardian Name: 

I authorize the Spring Cove School District personnel listed at the bottom of this page to: 

                                           obtain information from       OR           release information to

                                                                                (Use separate forms to obtain and to release information.)
Name of individual within the agency or school   (please specify the person)                           Address

for the purpose of educational assessment and program planning or at the request of the client/patient.  Specific categories of information to be obtained or released include the following:

· Educational

· Medical

· Neurological

· Psychiatric

· Psychological

· Speech/Language

· Vision

· Audiological

· OT/PT

· Vocational

· Access Billing Information

· Other (please specify)

Any information received by the school district will be included in the student’s school record to which parents have access.  As part of a school record, the capacity exists to release the information to a third independent agency with parental consent.  The professional staff in the school district will monitor this access.  The information may be used as part of any school evaluation for special services eligibility.

I understand that my written permission is needed to obtain or release information and that this permission is limited for the purpose and to the persons listed above.  I may revoke this consent at any time by written statement, except to the extent that the disclosure has already been acted upon.  I understand that the validity of this release will not exceed one year from the date of my signature.  I understand that school services for my child will continue if I do not sign this form, however, additional services or evaluations through the school may not start without the requested information if the requested information is necessary to determine eligibility and need for services.

Parent or Legal Guardian Signature

Date (Authorized for one year from this date)


Address

Student Signature (If required by Mental Health Law)

Date

Witness Signature (If needed)

Date


The person listed below is authorized to disclose any information noted above. This person is also authorized to receive any requested information.  Please forward the information to the following Spring Cove School District personnel:


Name and Position



Phone Number






Address


Fax Number



Address




AUTHORIZATION for EXCHANGE of INFORMATION














June 17, 2003


