Release of Information
Student Name: 







DOB: 





Last

First


MI

I authorize: 
_________________ GRADS staff to: 
                                               School Name

( 
Give information to:
(
Receive information from:
(
Exchange information with:
Name:











_____
Address: 










_____
City: 





 State: 


 Zip: 




By checking the boxes below, I specifically authorize the release of the following GRADS information:

Please specify the type of information:
_____________________________________

_____________________________________

_____________________________________

This permission expires at the end of the current school year, _______________.

I can cancel this at any time, but I understand that the cancellation will not affect any information that was released before the cancellation. I understand that information about my health is confidential and protected by state and federal law. I approve the release of this information. I am signing on my own and have not been pressured to do so.
I am the:          Student
  Parent

  Legal Guardian







_____






Signature of Student, Parent or Legal Guardian

Date









_____






Witness






Date







