Form 5

AUTHORIZATION FOR RELEASE AND/OR REQUEST OF INFORMATION
I,   ________________________________________________________ hereby request and authorize:  
         (Print First, Last Name)
​​​​​​​​​​​​​​

__________________________________________________________________________________________
(Name of Person and/or School/Agency)*
__________________________________________________________________________________________                    
 (Street Address)                                   (City)                                            (State)           (Zip Code)             (Phone Number)        (Fax Number)
To engage in verbal and/or written communication with and release records to:
__________________________________________________________________________________________

   (Name of Person and/or School Agency)**
(Street Address)                                                              (City)                                (State)                    (Zip Code)               (Phone Number)

Regarding the information checked below:

   Psychological and/or Psychiatric Evaluation

   Exceptional Student Education/Section 504 Records

   Health/Medical Records

   Educational Records (e.g. transcripts)

   Vocational Records

   Other   ________________________________________________________________________________
For the Purpose of: ________________________________________________________________________________________________________________________________________________________________________________________________________________________
All information I authorize to be released or requested will be held strictly confidential and cannot be released by the recipient without an additional written consent. I understand this authorization will expire one (1) year after the date signed, or on _____________, 20___, whichever is earlier. A copy of this authorization is valid in lieu of the original. I further understand I may withdraw my consent at any time.
________________________________________


__________________________

Student’s Signature





                                       Date
________________________________________


_________________________
Parent or Guardian Signature (if student is under 18 or adjudicated incompetent)

Relationship to Individual
USE THIS SPACE IF CONSENT IS WITHDRAWN

___________________________________________                       _________________________________________________________________

DATE CONSENT IS WITHDRAWN                                                STUDENT OR PARENT OR GUARDIAN’S SIGNATURE
* Agency providing educational services to the student identified above

** Agency providing psychological evaluation, health services, or diagnostic testing
The School Board of ( District Name), Florida, prohibits any policy or procedure which results in discrimination on the basis of age, color, disability, gender identity, gender expression, national origin, marital status, race, religion, sex or sexual orientation. Individuals who wish to file a discrimination and/or harassment complaint may call the Executive Director, Benefits & EEO Compliance at (Phone #) or Teletype Machine (TTY) (Phone number).  Individuals with disabilities requesting accommodations under the Americans with Disabilities Act Amendments Act of 2008, (ADAAA) may call Equal Educational Opportunities (EEO) at (Phone Number) or Teletype Machine (TTY) (Phone Number).  
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