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Author izat ion for Release or  

Receipt  of I nform at ion 
 

The following person:  

 

Name (printed)  

 

Student  I dent if icat ion No. 

 

 

St reet  Address 

 

Cit y, State 

 

Telephone Number 

 

 
is at tem pt ing to obtain educat ional accom m odat ion at  Rogers State University under Sect ion 504 of the 

Rehabilitat ion Act  (1973)  and the Am ericans with Disabilit ies Act  (1990) .  The signature on this release 

form  is intended to give perm ission from  the applicant  to you or your agency to release inform at ion 

pertaining to his/ her disabilit y to RSU Student  Disabilit y Services.  This consent  form  expires on the date 

or under the condit ion(s)  specified below:   

 

Date or condit ion(s)  under which agreement  expires 

 
The inform at ion you provide should:  

 State and describe the nature and extent  of the diagnosed condit ion. 

 List  and describe the diagnost ic tools with relevant  scores used to m ake this determ inat ion. 

 Provide dates or a t im e fram e for  any exam inat ion(s)  or assessm ent (s) .  

 I ndicate the licensing, cert ificat ion or credent ial of the responding professional with signature.  

 Be current  { within the last  3-5 years for learning disabilit ies, last  year for psychiat r ic disabilit ies, 

last  3 years for AD/ HD, and reasonably current  for  other condit ions} . 

 Describe any other relevant  educat ional or m edical history.  

 

I  authorize the following agency or person(s)  t o release inform at ion as described above:   

To:   _____________________________________  ____________________________ 

      (Nam e and Credent ial)      (St reet  Address)  

       ______________________________________  ____________________________  

      (City, State, Zip)      (Telephone) 
 

I  have read, or have had read to m e, the term s and condit ions of this agreem ent , and I  fully understand 

these item s.  I  understand that  m y records will be handled in a confident ial m anner.  And I  agree to allow 

the release of this inform at ion to any appropriate university staff for the purpose of coordinat ing 

educat ional services on m y behalf. I  understand that  I  m ay term inate this release at  any t im e by m eet ing 

with the Director of Student  Developm ent .  My signature m ay be taken as acceptance and perm ission to 

provide confident ial inform at ion regarding m y disabilit y to Rogers State University.  

 

Signature of Student  _____________________________________  Date ____________ 

 

Signature of Witness _____________________________________  Date ____________ 

 

 


