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South Kitsap School District No. 402

2689 Hoover Ave. S.E., Port Orchard, WA 98366 ( (360) 874-7000 ( Fax: (360) 874-7068      


Form 63

REQUEST FOR MUTUAL RELEASE AND/OR EXCHANGE OF INFORMATION

Student’s Name _________________________________________________ School ____________________________________________

Birth Date __________________________________________________________________________ Date __________________________

	I authorize the mutual release and/or exchange of pertinent information regarding the above-named student between you and the South Kitsap School District.  The information to be released is as follows:

	 FORMCHECKBOX 
 Professional Records (reports by psychologist, communication disorders specialist, physical therapist, occupational therapist, counselor, nurse, etc.)
	Information to be sent to: 

South Kitsap School District Nurse 

Administration Office

2689 Hoover Avenue SE

Port Orchard, WA 98366
	

	 FORMCHECKBOX 

Medical Records: Related to (specify below):


_________________________________________________
	
	

	
 FORMCHECKBOX 
 Other:
	
	
	
	

	
	
	
	May be shared with:
	

	
	
	Name:
	
	Title:
	

	Information to be sent from:
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	I understand that the information obtained will be treated in a confidential manner and will not be transmitted to a third party without my permission.  I also understand that it is my right to request a copy of all information and contest any information I feel is incorrect. This authorization is valid for one (1) calendar year or ninety (90) days if medical records from the date signed.  I understand that granting permission to release the information is voluntary and may be revoked in writing at any time. I understand that once the information has been released according to the terms of this authorization, that the information cannot be recalled. I understand that any disclosure of information carries with it the potential for further release or distribution by the recipient that may not be protected by federal confidentiality rules.



	
	
	

	
____________________________________________
	
	
	
	

	Signature
Relationship to Student
	
	Relationship to Student

	
	
	

	
____________________________________________
	
	
	
	

	Street Address
City/State/Zip
	
	City/Address/Zip

	
	
	

	

	
	
	

	Date
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