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CONSENT FOR THE RELEASE OF CONFIDENTIAL INFORMATION 


__________________________________________            ______________________________
	  	(Student’s Name)					 		(DOB)

__________________________________________	
    	(School/Site)


       	I hereby authorize Madison County Schools to request, disclose and exchange any and/or all confidential information contained within my child’s records to and from the agency listed below, that are dated from _________________________ to _________________________, for the purposes of determining how to provide my child with a free appropriate public education (FAPE). 

 ____________________________________________             ____________________________________
		      (Name of Agency)						             (Phone)

_____________________________________________	      ____________________________________
		           (Address)						              (Fax)
        		      				     		 
_____________________________________________
       		       (City/State/Zip)       

          	I understand that this information will be treated with professional confidentiality and will not be released to other agencies without my prior written consent.

	I understand that my consent is voluntary and that I may change or revoke this authorization at any time in writing.

Information should be sent to:		                                                               
                                                               
                                                                          
						                                                                          


__________________________________		__________________________________
(Parent/Guardian Printed Name)				(Parent/Guardian Signature)

__________________________________		__________________________________
(Address)						(Phone)

__________________________________		__________________________________
	(City/State/Zip)						(Date of Consent)

__________________________________		__________________________________
	(Witness Printed Name)					(Witness Signature)

_________________________________________		_________________________________________
	(Witness Affiliation)					(Date Witnessed)

This authorization will expire 1 year from the date of consent.
