AUTHORIZATION TO RELEASE, RECORDS AND INFORMATION

To:
Ihereby authotizethe T
{Specify type of record) . i
records of : — .
(Student’s name) Dt of biry
to be released to: : - :
(Name of person/agency)

This anthorization is for the purpose of providing edncational services. This authorization also
permits you ta confer with the named person/agency for this same purpose, This authorization is valid and-

does not expire until

DatelEved).

I understand that thc? records prc.rvided pursuant to this anthorization will become part of my
son’s/danghter’s educaﬁonal;egords.- These records and any protected health information used or
disclosed based on this authorizat_ion may be subject to redisclosurs by the recipient and may no longer be
protected by the Health Insurance Portability and Accountability Act’s privacy rules, | |

.Y understand that in regards to medicat records that my son’s/danghter’s treafment, payment,
en_roliment in any health plan, or eligibility for benefits may rot be and are not coudmoned upon my
agreemg P sign this authonzaﬁcn. | _ __

1 also understand that T have a right to revoke this authorization by sending & letter o Harrison .
County Schools, P.O.. Box 1370, Clarksburg, WV requesting that th:s authorization no longer be used,

(Siguature of Parent/guardian/elighle staden)

QN; z;:‘ne‘ and Legal Title/Authority)

"y

sh4 ) : T {Datg)



