EAST CENTRAL INDIANA SPECIAL SERVICES

AUTHORIZATION TO RELEASE/OBTAIN CONFIDENTIAL INFORMATION
Student _________________________________________Grade:_________________
Date of Birth:_______________________
Parent’s Name: _____________________________________________________________ Phone: _________________________
Address: __________________________________________________________________________________________________

I hereby authorize ___ East Central Indiana Special Services 
 ___School: _____________________________________________

to send _____  and  receive ______the following mental health, general health, or educational information about my child to/from the following individual or entity:

Name:____________________________________________________________________________________________________

School/Agency/Clinic/Professional:_____________________________________________________________________________
Address:___________________________________________________________________________________________________
Phone:______________________________ Fax:__________________________     _____ The following documents may be faxed.

Specific information to be used or disclosed:

__Diagnosis



__Medical History



__Medications
__Progress/Treatment


__Behavioral records



__Educational assessment

__Psychological Evaluation

__Psychiatric evaluation



__Social History

__Other(specify):___________________________________________________________________________________________

Purpose for release (check all that apply):

__To facilitate educational/treatment planning
__Continuity of care

__At the request of the client           


__Other (specify):________________________________________________
Indicate Specific Information to be EXCLUDED from this authorization, if any (check all that apply):

[  ] Drug and Alcohol Records

[  ] HIV/AIDS Records

[  ] Infectious Disease Records
I understand that the information used or disclosed may be subject to redisclosure by the person(s) or class of person(s) receiving it and no longer protected by the federal privacy regulations.

I understand that this authorization may be revoked in writing at any time, prior to the specified expiration, except to the extent that action has been taken in reliance on the authorization.  Please contact East Central Indiana Special Services if you want to revoke authorization.

I understand this authorization will expire in 180 days unless otherwise noted below:
__Authorization valid as long as my student is enrolled in special education  __Other expiration date (specify): ________________
I understand that I may refuse to sign this authorization, and that my refusal to sign may affect the ability of providers to provide my child with the necessary treatment and/or services.
Signature__________________________________________________________
Date:_____________________________

Printed Name______________________________________________________________________________________________
Description of Representative’s Authority to Act for Student (if applicable):

__Parent

__Guardian (proof required)
 __Other (specify) :______________________________________________

When sending information to East Central Indiana Special Services, please send to the attention of: _________________________

East Central Indiana Special Services, 107 South Layman Street, Suite A, Liberty, IN  47353  

Phone:  765-458-0263  Fax:  765-458-0356

When sending information to the school, please send to the attention of:________________________________________________

School Name:______________________________________________________________________________________________

Address:__________________________________________________________________________________________________

Phone:____________________________________________
Fax:___________________________________________________

