___________________ SCHOOL SYSTEM

TWO-WAY CONSENT FOR EXCHANGE OF CONFIDENTIAL INFORMATION 

Information to be released by: 

Agencies/Schools/Persons __________________________________________________________________________________ 

Address ________________________________________________________________________________________________ 

Telephone _______________________________ Fax __________________________________________________________ 

Name/Position ___________________________________________________________________________________________ 

Information to be released to: 

Agencies/Schools/Persons __________________________________________________________________________________ 

Address ________________________________________________________________________________________________ 

Telephone _______________________________________________________________________________________________ 

Name/Positon ____________________________________________________________________________________________ 

Specific Information to be released: 

n/a Unlimited Disclosure __Vision testing/reports n/a Health evaluations 

__ Hearing/Audiological __ Social/developmental history __ ADHD/ADD reports 

__ Academic records __ EC records __ Speech/Language testing 

n/a Psychological evaluations n/a Medical evaluations n/a Current medications 

Other __________________________________________________________________________________________________ 

__ I give my permissions for the information listed above regarding this student (full name) ______________________________ 

_______________________________________________, (date of birth) ____________________ to be released as indicated. I 

understand that the purpose of the released information is for the provision of appropriate educational services for my student. I 

understand that the released information is protected under the Family Educational Rights and Privacy Act (FERPA) and that the 

agency/school/person(s) receiving the information will be responsible for its continued confidentiality. This release is valid for one (1) calendar year and can be revoked, in writing, at any time. 

__ I also give my permission for the exchange of information (oral and/or written) between the above named agencies/schools/persons. 

Signature ______________________________________________________________________ Date _____________________ 

Check: __ Parent__ Legal Guardian__ Surrogate Parent __ Eligible Student 

Witnessed by __________________________________________________________________ Date______________________ 

PERMANENTLY RETAIN ORIGINAL SIGNED COPY WITH STUDENTS EC FILE 

For EC students, permission can be given only by the student’s parent, surrogate parent, or legal guardian. For non-EC students, permission can be given by the student’s parent or DSS, if the student is in the custody of DSS. Eligible students can provide their own consent. Any information exchanged is to be shared only between the above listed agencies/schools/persons.
