| authorize the following individual or organization to exchange the above named individual’s medical/educational information as described below:

Individual or Organization: Individual or Organization:
Address Address
City, State, Zip Code City, State, Zip Code
Telephone: FAX:
nforma/ilﬁ)ﬂid for medical information

Duration:
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	City, State, Zip Code
	Telephone:        FAX:      

	Telephone:        FAX:      
	Signature of Student/Student’s Representative     Description of Relationship to Student         Date
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