Consent for Release / Exchange of Student Records and Information
Student’s Name: ____________________________________________
Date of Birth: ____ / ____ / ______
I hereby give permission to release and/or exchange copies of and/or share information contained within the student’s school records listed below. Check all that apply:
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☐ Special Education Records
☐ Grade Reports
☐ Discipline Records
☐ Attendance Records
☐ Test Scores
☐ Social Histories
☐ Psychological Evaluations
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☐ IEP / 504 Plans
☐ Speech / Language Evaluations
☐ Behavioral Incident Reports
☐ Other (Specify): _______________________________________________


Current Educational Provider of Student: _______________________________________________
Receiving Agency / Organization Authorized to Receive Information:
FaCES Clinic
UMass Memorial Children’s Medical Center
Phone: 774-443-7962
Fax: 774-443-7399

Authorization and Understanding
These disclosures are authorized pursuant to and in accordance with the Family Educational Rights and Privacy Act (FERPA) and applicable Massachusetts laws.
By signing below, I acknowledge and understand the following:
· I may revoke this authorization at any time by submitting a written request, except to the extent that action has already been taken based on this authorization.
· Information disclosed under this authorization may no longer be protected by FERPA once released; however, it will be handled confidentially by UMass Memorial in accordance with applicable laws and hospital policies.
· Refusal to sign this authorization will not affect my child’s access to educational services or medical care.
These records are needed for the purpose of educational advocacy, planning, and support for:
Student Name: ____________________________________________
This authorization for release/exchange of information is effective through:
Expiration Date: ____ / ____ / ______
(Not to exceed one year from the date of signature)
Signature of Parent, Student (over 18 years old) or Educational Decision Maker (EDM):  
______________________________________________
Date: ____ / ____ / _____
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