
 (SCHOOL LETTERHEAD)

Interagency Release
Authorization for Release of Information:
___________________________________________________________________________

Student’s Name

__________________________________________________

Date of Birth

In order to fully assess your student’s educational needs, it is necessary to compile educational, medical and psychological records.  Please sign the following release of information so that we may contact all agencies which have served, or are currently serving, your student.

Humboldt County Probation



HCYSF – AOD Branch (Alcohol & Other Drugs)

Humboldt County Mental Health


Humboldt County Child Welfare Services

Foster Youth Mentoring Program


_______________________________________

Humboldt County Children, Youth & Family Services (HCYFS)  ____________________________

I hereby grant consent to _______________________ School District to obtain and exchange confidential information regarding my student.

The release or transfer of the specified information to any person or entity not specified herein is prohibited.  An additional written consent must be obtained for a proposed new use of the information or for its transfer to another person or entity.
This authorization will be considered valid for one (1) year unless otherwise indicated.

Expiration date:  ___________

I revoke my authorization to release information:  ___________________  Date: ______________

I understand I have the right to receive a copy of this authorization upon my request.

Copy requested and received: ____________________  Copy not requested: ____________________

Signature:  _____________________________________________
Date: _________________

Parent(s)/Guardian(s)_____________________________________
Date: _________________
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