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BRENTWOOD UNION FREE SCHOOL DISTRICT 

Brentwood, New York 11717 

PSYCHOLOGICAL AND SOCIAL WORK SERVICES 

AUTHORIZATION TO RELEASE INFORMATION “OUT” 

Date ______________ 

 
Brentwood Union Free School District 
Psychological & Social Work Services 
Special Service Building 
795 Wisconsin Ave 
Brentwood, NY 11717 

_____________________________ 
(Name of School, Doctor, Agency/Hospital) 

 
____________________________________ 

(Address) 
 

____________________________________ 
(City, State & Zip Code) 

 

 

____________________________________ 
Parent/Agency Caseworker 

 
_______________________________ 

Relationship 
 

_______________________________ 
City, State, and Zip Code 

 

___________________________________         ______________________________
         Name of Child              Psychologist/Social Worker 
 
___________________________________                    

            Child’s School  
     
___________________________________ 
            Date of Birth 

I hereby grant permission to release the following reports: 

___Psychiatric Evaluation  ___Psychological Evaluation  ___Social History 

___Neurological Evaluation ___Psycho-Educational   ___Audiological Evaluation 

___Speech/Language Evaluation ___Other:_______________ 

I understand that this information is privileged and will be held in the strictest confidence 


