CLEVELAND CITY SCHOOLS

AUTHORIZATION FOR RELEASE OF CONFIDENTIAL INFORMATION
To: ____________________________________________________________________

Service Provider

Address: ______________________________________________________________________________

               ______________________________________________________________________________

I do hereby authorize Cleveland City Schools to ___release, and/or ___receive the following information for the purpose of providing the most appropriate educational planning concerning:

Name of Student: _____________________________________________DOB: ____________________

School Where Enrolled: _________________________________________Grade: __________________

Student Address: _______________________________________________________________________

                             _______________________________________________________________________

____Demographic Information


____Medical History, Evaluations, Medications

____Psychiatric Evaluations, Medications

____Intake, discharge summaries

____Psychoeducational Evaluation


____Treatment Plan

____Letter summarizing diagnosis,


____Diagnosis

         symptoms, and treatment modality

____Other:______________________________

I agree to have the information released in the following manner(s):



____Verbal

____Mail

____Fax

The release will expire on ___________________________

Return To: _____________________________________________________________________________

School and Address: _____________________________________________________________________



      _____________________________________________________________________

School Phone Number: __________________________________ Fax: ____________________________

___________________________________________________________   _________________________

Signature of Parent/Guardian



Date

___________________________________________________________    _________________________





Address




        Phone Number    

 









10-10-10

