Consent for the Release of Confidential Information

Name:__________________________

W#: ______________________

I authorize The Southeastern Louisiana University Office of Disability Services staff to disclose:



The nature of my disability



My grades/class performance

My accommodations

Psychological evaluation
To:


My parent(s) (specify name and relationship)  _______________________________________________________


My professor(s) _________________________________________


University Police Department


Other __________________________________________________


Testing Services
By:



Phone



Mail



Email



Other __________________________________________________
I understand that my records are protected under the Family Educational Rights Privacy Act (FERPA) and cannot be disclosed without my written consent unless otherwise provided for in the regulations. I also understand that I may revoke this consent 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 as described below.

Specification of the date upon which this consent expires: ___________________
_______________________________


__________________
Student Signature





Date

________________________________


__________________

Witness Signature





Date

*If this form is not signed in person at the Disabilities Office, the signature must be notarized.

