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CONSENT FORM FOR MUTUAL EXCHANGE OF INFORMATION

Purpose:  To authorize the release of necessary records from agencies and community partners working with student(s) enrolled in the GRADS Program and the Hobbs High School. 

The information released is to be used for the following purposes only:


_____  To determine student's educational, health and related service needs.


_____  To establish student’s eligibility in program(s).


_____  To improve student’s access to service (s).


_____  Other (please specify) __________________________________________________________.

I hereby authorize ______________________ to release the identified records
                                        (Name of agency to release information)
                              ______________________

                                        (Name of agency to release information)


       ______________________

                                        (Name of agency to release information)
 [This release waives the privacy protection /policy provided by HIPPA]

______________________________________, ______________,  _________________________.                                                                                                                 (Name of student/patient)                                                                       (DOB)                                 (Social Security Number)                                                                           

Information from my records for these dates of service ___________________________ are authorized to be released to________________________:   Att. Paula Methola
                                                         
                221 E. Dunnam
 



                                 Hobbs, NM 88240         Fax: 575-433-0020
____ Estimated date of Confinement for pregnancy or verification of pregnancy

____ History and Physical

____ Progress Notes

____ Discharge Summary                      
____ Individualized Ed. Program or Special Education Records
____ Dates and times of appointments/procedures

____ Diagnosis 
____ Current Services 
____ List of accommodations required/recommended by provider for student related to diagnosis. This list should be time specific.
____ Any additional information or records necessary for the GRADS program or school to better meet the 
         student’s access to services, the student’s health needs, or to accommodate the student’s education.

____ Consent for mutual exchange of information between school and provider.

____ Other

I understand that this release of information is good for one year from the date of signing and can be revoked at any time at the written request of student and/or their guardian. I understand that a photocopy of this authorization will be accepted with the same authority as the original.
Any person or agency receiving this information is directed to treat it as confidential in accordance with the Family Education Right and Privacy Act (34 CFR 00).

I further understand it is the responsibility of the student and/or their guardian to provide GRADS or the schools with an accurate address, phone number and /or fax number for the service provider or medical provider.
_______________________________


______________

(Signature of Student or Guardian)                                                    (Date)
________________________


            ______________

(Signature of Witness)                                                                    (Date)

