FONTANA SELPA

AUTHORIZATION TO OBTAIN OR RELEASE INFORMATION

Regarding:
      

Birthdate:
      


I authorize

     

 FORMDROPDOWN 



     

 FORMDROPDOWN 



     

 FORMDROPDOWN 



     

 FORMDROPDOWN 


 



       

 FORMDROPDOWN 



     


     

 FORMDROPDOWN 



     

 FORMDROPDOWN 



     

 FORMDROPDOWN 



     

 FORMDROPDOWN 



I authorize any licensed physician, medical practitioner, hospital, clinic, or medical-related facility or any other agency, school organization, institution or person that has any records or knowledge of the above-named person to release to the Fontana SELPA copies of any educational, medical, psychological, or therapy information for inclusion in their records.


I understand that the information obtained by the Fontana SELPA will be used by SELPA personnel to facilitate planning for appropriate educational placement.


I understand that information obtained OR released will be kept confidential and will be limited to professional use only.


I agree a copy of this form shall be as valid as the original.


I understand I may request a copy of this form.


I agree this authorization shall be valid for two years from the date shown below, unless I revoke this authorization in writing at any time before the expiration date.

Signature of Parent/Guardian
Date

Distribution:
Original – District



Copy - Agency

to release the following records





to








FS-7  7/99


