WINNEBAGO COUNTY SPECIAL EDUCATION COOPERATIVE
11971 Wagon Wheel Rd. – Rockton, IL.  61072  
815/624-2615 or Fax: 815/624-8118
Student(s) Name:  ______________________________________________________________

DOB:  ______________  Current School: ___________________  District: ________________

AUTHORIZATION OF RELEASE/EXCHANGE INFORMATION

Hereby Authorize and Request:

SCHOOL/COOPERATIVE


               
OTHER
_________________________________                  ________________________________

_________________________________     AND
________________________________

_________________________________                  ________________________________

To release/exchange written and verbal information regarding: 
Student Name:  _______________________________________________________________
For the purpose of: ____________________________________________________________

Requested by: ________________________________________________________________

The following information may be released/exchanged:
_____ Initial Referral for Special Education   
_____ Health and Physical Record

_____ Special Education Notice/Consent Forms 
_____ Speech/Language Evaluation/Reports

_____ Health History



_____ Official Student Academic Records (permanent/temporary) 
_____ Learning Observation


_____ Hospital records contained in temporary file

_____ Vision/Hearing Evaluation/Reports

_____ Teacher and/or counselor observations, ratings, recommendations

_____ Psychological Records


_____ Neurological Evaluation/Reports

_____ Social Developmental Study


_____ Other: 
________________________________

_____ Multidisciplinary Conference Forms



________________________________

_____ Individualized Education Program Forms


________________________________

_____ Psychiatric Evaluation/Reports



________________________________

_____ Occupational/Physical Therapy Evaluation/Reports

Only such records and/or information believed necessary for the purpose expressed above shall be released and disclosed.  I (signee) may inspect and arrange for photocopies for the records/information that are to be disclosed.  I am aware that I may be charged copying fees if requesting multiple copies.

I understand that information in the possession of the Winnebago County Special Education Cooperative (WCSEC) may be sent to the member district where the child attends and/or non-member district where the child attends as determined at an IEP meeting.  All schools in member districts of the WCSEC may also share information received with the WCSEC.

I understand that this authorization allows release of records for 364 days from the date below, but I may revoke this consent at any time.  I understand that I have the right to inspect, copy and challenge the information contained in the records received.  I certify that I am the parent or legal guardian of the above named student(s) and have the authority to sign this release.

I am aware that my refusal to sign this authorization may have the following ramifications/results:  ______________

_____________________________________________________________________________.
_______________________________________

______________________________

Signature of Minor 12 to 17 years of age



Date

Further, I _______________________________________________, the parent, or the legal guardian or custodian, appointed pursuant to 705 ILCS 405/2-11 or 705 ILCS 405/2-27, am authorized to act on behalf of the individual minor _______________________, and I hereby consent to this limited disclosure under the terms stated above.  The legal guardian or custodian or parent is the legal representative of the un-emancipated minor, pursuant to HIPPA, 45 CFR 164.502(g), unless otherwise required by law.
______________________________________________

____________________________________
Signature of Parent, Guardian or Authorized Agent


Date
______________________________________________________________________________Signature of Witness



Relationship

    

Date
This authorization shall expire on ________________________________________________________________






       (Write in date equal to 364 days from date signed)


RE-DISCLOSURE CONSENT:  The information to be disclosed is confidential and is provided only to the party specified in the above consent.  The receiving party cannot re-disclose the information, with the exception of reports and other information that is required to be released to the court and certain parties to juvenile court proceedings as authorized by the Juvenile Court Act, 705 ILCS 405: I (we) hereby consent to re-disclosure to: 
______________________________________________________________________________

(If none other, enter “none other”)
______________________________________________

________________________
Signature of Consenting Party





Date
______________________________________________

________________________

Signature of Minor 12 to 17 years of age




Date

06/08
