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HIPAA – COMPLIANT INTERAGENCY RELEASE OF 

INFORMATION AUTHORIZATION

STUDENT’S NAME:       

Birth Date:      
I hereby authorize that confidential records and information can be exchanged between              and the agencies listed below.

AGENCIES TO SHARE ACCESS TO CONFIDENTIAL INFORMATION:

HEALTH CARE PROVIDER NAME AND ADDRESS:

     




     

     

PHONE:      
AGENCY NAME AND ADDRESS:


     

      


     


PHONE:      


AGENCY NAME AND ADDRESS:


     

      


     



PHONE:      
AGENCY NAME AND ADDRESS:


     

      


     



PHONE:      



_____________________________________________________________________________________

INFORMATION TO BE RELEASED: (Circle & Initial)

Yes
No
____ Evaluation based on

Yes 
No
____ Social/development history



           psychological testing
Yes
No
____ Speech/Language reports

Yes
No
____ Health/Medical records
Yes 
No
____ Occupational Therapy/Physical

Yes
No
____ Communicable disease
Yes
No
          Therapy



          records (HIV, AIDS ARC)
Yes
No
____  Staffing Reports (IEPs, etc.)

Yes
No
____ Clinical impressions

Yes
No
____  Vision/hearing reports

Yes
No
____ Pre/vocational tests

Yes
No
____  Information/obtained  by phone Yes
No
____ Pre/vocational training reports

           or personal contact          

Yes        No          ____ Other:       
PURPOSE: This information will be used for the following purpose(s): FILLIN   \* MERGEFORMAT 
 FORMCHECKBOX 
   Educational evaluation and/or program planning

 FORMCHECKBOX 
   Health assessment and/or planning for health care services and treatment in school

 FORMCHECKBOX 
   Medical evaluation and treatment

 FORMCHECKBOX 
   Other:       
AUTHORIZATION:

This authorization is valid for one calendar year.  It will expire on      . I understand that I may revoke this authorization at any time by submitting written notice of the withdrawal of my consent and that the written revocation must be given to the agency/organization(s)  I authorized to release information.  I recognize that health records, once received by the school district, may not be protected by the HIPAA Privacy Rule, but will become education records protected by the Family Educational Rights and Privacy Act (FERPA). I also understand that if I refuse to sign, such refusal will not interfere with my child’s ability to obtain health care. FILLIN  "insert date"  \* MERGEFORMAT 
_________________________________________    _________________________________________

Parent/Guardian Signature



Date
_________________________________________
_________________________________________

Student/Client Signature



Date
�


Special Education Services


46 North Jackson Street


Sandusky, Michigan 48471


810-648-2200








*If a minor student is authorized to consent to health care without parental consent under federal or state law, only the student shall sign this authorization form.  In Michigan, a competent minor, depending on age, can consent to outpatient mental health care, alcohol and drug abuse treatment, testing for HIV/AIDS, and reproductive health care services.
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