	ONSLOW COUNTY SCHOOLS 
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CONSENT FOR EXCHANGE AND USE OF CONFIDENTIAL INFORMATION

STUDENT INFORMATION: 

Name: __________________________________________________________________ 	DOB: ___________________________	Grade: __________

Address: _________________________________________________________________________________________________________________

School: ______________________________________________________________	EC Student: Yes or No	  504 Student:   Yes or No


INFORMATION TO BE RELEASED BY/TO: 

Agency/School/Person: ______________________________________________________________________________________________________

Address: _________________________________________________________________________________________________________________

Telephone: _____________________________________________________________________	Fax: ____________________________________

Email Address (if applicable): _________________________________________________________________________________________________

Name/Position: ____________________________________________________________________________________________________________


INFORMATION TO BE RELEASED BY/TO: 

Agency/School/Person: ______________________________________________________________________________________________________

Address: _________________________________________________________________________________________________________________

Telephone: _____________________________________________________________________	Fax: ____________________________________

Email Address (if applicable): _________________________________________________________________________________________________

Name/Position: ____________________________________________________________________________________________________________


SPECIFIC INFORMATION TO BE RELEASED: 

· Academic Records 

· EC Records

· Medical Records (including vision, hearing, and speech testing)

· Psychological Records (including diagnoses and social/developmental history)

· Current Medications

· Unlimited Disclosure

· Other: __________________________________________________________________


I give my permission for the information listed above to be released as indicated. I understand that the purpose of the released information is for the continued safety for my child in an educational setting. I understand that the released information is protected under the Family Educational Rights and Privacy Act (FERPA) and that any medical information released is protected under the Health Insurance Portability and Accountability Act (HIPAA). The agency/school/person(s) receiving the information will be responsible for its continued confidentiality under both FERPA and HIPAA. I also give permission for the exchange of information between the agency, school, or person named above. This release is valid for one (1) year and can be revoked, in writing, at any time.


Signature of Parent/Guardian: _____________________________________________________________	Date: __________________________

Relationship to Student: __________________________________________________________________

Witness: ______________________________________________________________________________	Date: __________________________

