


SPECIAL EDUCATION 80 East LaBarge St., Hudson Falls, NY 12839

Justine Miles Lori Johnson Victoria Peterson
Director of Special Education            Asst. Director of Special Education CSE Chairperson

Authorization for Release of Confidential Information

I hereby consent to and authorize Hudson Falls Central School District to obtain from and/or release to:

Student’s Name: D.O.B.

CIN #: Phone #:

Physician/Agency Provider: Fax #:

Physician/Agency Provider Address: Other:

Information to be disclosed or shared includes:                    Information is needed for the following purposes:

● Educational Evaluations/Results/Reports/IEP

● Medical Evaluations/Reports

● Psychiatric/Psychological Evaluations/Reports

● Medical history and physical examinations

● Diagnosis, brief descriptions/summaries of
treatment progress and prognosis

● Immunization Records

● Written prescriptions, orders, and/or
referrals for related services

● Other ______________________________

● Provide ongoing treatment/continuity of care

● Coordinate treatment efforts with parent/
guardian

● Coordinate education planning

● Coordinate services with authorized
school officials and/or community service
providers

● Release records/information to the
state’s Medicaid Agency for the purposes of
billing for special education and related services
that are in a student’s IEP

● Other __________________________

I understand that I have the right to revoke this authorization at any time by submitting a request in writing.  The revocation
will not apply to information that has already been released in response to the authorization.   I understand that disclosure of
this  information is voluntary.  I understand that I have a right to receive a copy of this authorization.

Parent Signature _______________________________     Date of Permission _________






