Kingston Hill Academy
PO Box 1880
Kingston RI 02881
401 783-8282 FAX: 401 783-5656

Release of Confidential Records

Student: DOB:
Address: | City: | State: Zip:

I hereby authorize release of confidential records and information on the above named client, including:
____Psychological Evaluation __ Physical Therapy ____Medical Evaluation

__ Educational Evaluation ~ __ Occupational Therapy __ IEP

____Social History ____Speech & Language ____Progress Reports

____Psychiatric Evaluation ___Vocational Evaluation ___ Other: Anything Relevant

For the purpose of:

From: (Sending Agency)

(Address)

(City, State, Zip)

To: (Receiving Agency)

(Address)

(City, State, Zip)

Authorized Method of Release:

____Photocopies ___Verbal/Meetings ____Electronic Mail (e-mail)
____ Telephone ___Facsimile (Fax) ___Videotape

___lalso further authorize the release of confidential information from the receiving agency back to the
sending agency.

I understand that any information passed between the agencies will not be further relayed to any other source
without my written consent. This authorization may be withdrawn at any time in the future.

I hereby release Kingston Hill Academy and its duly authorized agents from all legal responsibility or liability
for the release of information indicated and authorized herein.

This authorization expires on

Signature of Parent or Authorized Agent: Date:

Relationship to student:




