BLOOMINGTON PUBLIC SCHOOLS/Schoo! District 87
300 East Monroe Strest, P.O. Box 248
Bloomington, Hlinois 61702
Phone {308) 827-80631 Fax (309} 828-2917

CONSENT FOR BEXCHANGE OF EDUCATION AND HEALTH INFORMATION

Student Mame: : DOE (Date of Birth)

Advlrese:

{ hereby authorize
SchoolfAgenoy/individuaiiHesith Providen

Agiriress:

Cily, Sigte, Zip Code

Telephone: Email Address:

Fax Wiehsits:

The health formation o be disclosed consists of,
] Hesth Records andfor Cedified Copy of Bivth Centificate

[ Other (i.e. medical, counseling, efc.)

The sducation information io be disclosed consists of:

[] Spedial Education Fecords (including therapy reporis, [EP, Psychological report, Social Development Study,
Multidisciplinary/Eligibility Conference Reporis)
1 cumulative Student Records i1 Official ransoript grades and test scores;

{1 Discipline Records 73 other

This information will be used for the following purposes(s);

[l Educational evalusiion and program planning

[} Health assessment and planning for services and treatment in school
1 Medical pvaluation and irestment

™1 Other

Authorization is valid for one calendar vear from the date of signature.

{ undersiand that | may revoke this suthorization at any time by submiiting wiitten nolice of the withdrawai of my
consent. | recognize that haalih records, once received by the school district, will become education records protected
by the Family Educational Rights and Privacy ach. | understand that | have the right 1o inspect and copy school records
and 1o chatlenge the contenis of these records,

Parent/Guardian/Surrogsie Sigrelure als

Student Signaeture® {rate

* i & minor student is suthorized o consent 1o heaith care without parendal consent under federal or sate law, only the
stucent shall sign this form,

Co: Parsnt or Sludent Office Use Only;
Physician or oiber health care provider Hecords sent by

Schood Date Hame



