Brownsville Independent School District
	Response to Intervention Process

Consent for Release of Confidential Information              RtI-16


	Student:       
	DOB:       
	ID#:       
	Gr:       
	Campus:       


	Date:       


The Brownsville Independent School District requests that you authorize the person or agency named below to release specified records containing confidential information regarding the above named student.

Agency/Program to Whom Request Is Made:       
Name of Person to Whom Request is Made:      
Address:         

City/State:       
Phone #:          

Fax #:       
Name of Person or Organization to Whom Disclosure Is To Be Made:       
	Records Requested:
	Purpose of Disclosure:

	 FORMCHECKBOX 
   Referral

 FORMCHECKBOX 
  Summary of Assessment

 FORMCHECKBOX 
  Psychological/Psychiatric Evaluation

 FORMCHECKBOX 
  Medical Evaluation

 FORMCHECKBOX 
  Individual Accommodation Plan

 FORMCHECKBOX 
  Other:       
	To help determine:

 FORMCHECKBOX 
  The most appropriate services for this student.

 FORMCHECKBOX 
  Necessity for additional testing.

 FORMCHECKBOX 
  Other:      



Please check (() the “Yes” box only if you agree that the statements are correct.  If the statements are NOT correct, check the “No” box.  If you wish to have more information or if you have any questions, call:         (School Staff Person) at       (Telephone Number) .

 FORMCHECKBOX 
  Yes        FORMCHECKBOX 
  No
I have been fully informed and do understand the school’s request for my consent of release of my child’s records, as described above.  This information will be released upon receipt of my written consent.  I also understand that my child’s records are protected under the Federal regulations in the Family Education Rights and Privacy Act (FERPA), and/or the Federal regulations governing Confidentiality of Alcohol and Drug Abuse Patient Records, 42 C.F.R., Part 2, and cannot be disclosed without my express written consent unless otherwise provided for in the applicable regulations.

 FORMCHECKBOX 
  Yes        FORMCHECKBOX 
  No
I understand that my consent is voluntary and may be revoked in writing at any time except to the extent that action has been taken in reliance on it, and that in any event this consent expires automatically on:        .

___________________________________________________________
     
Signature of Parent, Surrogate Parent, Legal Guardian or Adult Student


Date

___________________________________________________________
     
Signature of Interpreter

 FORMCHECKBOX 
  None Needed



Date

	Date sent to parent:        via:  

(check one)

 FORMCHECKBOX 
  regular mail      FORMCHECKBOX 
  certified mail      FORMCHECKBOX 
  in person


August-2013

