CONSENT FOR RELEASE OF STUDENT RECORDS

I, _________________________________________, consent to the release of the following records for ________________________________, DOB:__________________, 

to Attorney_________________________________________.

_________ Enrollment History 

_________ Attendance Records 

_________ Progress Records including grades, transcripts and/or report cards 

_________ Behavioral Records (Special Education & Non-Special Education) 

_________ Education Records 

_________ Patient Health Care Records 

_________ Pupil Records 

This consent shall be valid for one year. These records are confidential and the receiving person or agency should not allow re-disclosure without my consent. 

_____________________________________        ________________________ 

Signature of Parent/Guardian/ Student 


Date

_____________________________________ 

_____________________________________ 

_____________________________________
