	AUTHORIZATION FOR RELEASE OF CONFIDENTIAL INFORMATION


RE: Name of Minor Child: __________________________ Date of Birth:____________________      


I, the undersigned, do hereby authorize the release of any and all oral and written information concerning my child______________________________ and our family, including but not limited to communication between the School District, doctors or therapists and VOICE-Advocacy and their representatives, including the attorney assigned (if applicable).  We understand that the requested information is being released for the purpose of assisting VOICE-Advocacy in representing my family and my child.    This release authorizes the disclosure of any and all written records, including social history, medical, academic, psychological, psychiatric or educational planning and testing information.

I understand that I have the right to inspect and copy said information, and that I reserve the right to revoke the about authorization at any time. Being fully advised of these rights, it is my intent that this release remain in full force and effect until I revoke it  in writing, in order that VOICE-Advocacy, serving as our representatives, can be fully informed on a continual basis without the necessity for repeated requests.  I further intend that carbon copies or photocopies of this release shall have the same force and effect as the original.  In any event, this release expires automatically one year from the date below.  

Name of Parent or Guardian :______________________________________________  

Relationship to Child. :  ___________________________________________________

_______________________________________________________ Date: _________________
Signature of Parent or Guardian indicating acceptance of conditions   

_______________________________________________________  Date: _________________
Signature of service recipient (minor child) if 12 or older (Mental Health Information Only)			
Witness:_______________________________________________ Date: _________________
 
This Release is also applicable to the following Agencies, Doctors, or Therapist, other than those indicated above.  (If no limitation on disclosure, then write ALL):
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________

Additionally, I, the undersigned, do hereby grant my consent to VOICE- Advocacy to re-disclose any of the information obtained pursuant to the above signed release, when in the sole discretion of our representative or on our request, it would be in the best interest of our child to effect such disclosure.  

Signature of Parent/Guardian indicating acceptance: __________________________________
					 	  Date: __________________________________

