
 
 
 

Health Services Department 
 

Authorization for Release of Records and Information 
 
 
________________________________, give my permission to _____________________________________________ 
(Name parent/guardian or emancipated student)                                                                               (Name of facility)  
 
to (release, obtain) copies of the following records and/or information:_______________________________________ 
 
__________________________________________________________________________________________________ 
 
about my (self, child):_____________________________________________Date of Birth:_______________________ 
                                                   (Student’s full name) 
 
(to, from):  ________________________________________________________________________________________. 
                                                   (Name of organization or person receiving or providing records) 
 
I understand that these records will be used only for the purpose of: _________________________________________ 
 
__________________________________________________________________________________________________              
                                                                              (Purpose for which records and/or information will be used) 
 
The authorization is in effect from ____________________________until ____________________________________. 
 
I understand that, with a few limited exceptions, _________________________________________________________ 
                                                                                                  (Name of facility) 
may not obtain or release records and/or information about my (self, child) unless I agree to the request.  I understand that I 
may look at the record and/or information to be released, and I understand the nature of the material to be released.  I 
understand that I give my permission for records and/or information to be obtained from or released to only the person or 
organization, and for the purpose listed above, and only for the time shown above.  I may withdraw my consent at any time in 
writing or, if I am physically unable to write, by orally advising _____________________________________________. 
           (Name of facility)   
 
 
 
___________________________________________________          _________________________________________________________ 
 Staff signature                                                                          Signature of parent/guardian of minor child or emancipated student 
 
___________________________________________________          __________________________________________________________ 
Date                                                                                 Date 
 
If client is unable to sign: 
We affirm that ______________________________________ was physically unable to sign this authorization, but that 
he/she gives his/her verbal consent to obtain or release the foregoing records and/or information and understands the nature 
of this authorization. 
 
____________________________________________      __________________________________________________ 
 Witness                                                                              Witness 
 
____________________________________________       __________________________________________________ 
Date                                                                                    Date 
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