
CONSENT TO OBTAIN/RELEASE INFORMATION

RE: __________________________ DOB: _________

I hereby authorize the Millbrook Central School District’s psychologist/psychiatrist/counselor to

obtain/release information regarding the above named student from/to:

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

I understand that all such information will be treated as confidential and privileged and will only

be used in the best interest of the client/student.

___________________________ ___________

Signature Date

___________________________

Relationship


