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Authorization to Release/Exchange Information

[bookmark: _GoBack]Student Name: ___________________________________________

D.O.B. __________________________________________________

Student ID: ______________________________________________

I authorize the mutual exchange of any information and records regarding services provided at UCC including but not limited to, personal counseling, crisis counseling and case management, to the following campus departments, outside agencies or individuals. I understand that I am responsible for any deletions or additions to the list of individuals authorized to receive this information.
 
Accessibilities Services 
Yes ____ No _____

Transfer Opportunity Program
Yes ____ No _____

Financial Aid 
Yes ____ No _____

Registration and Admissions
Yes ____ No _____

Instructors Yes ____ No _____
Indicate particular instructors:
_________________________
_________________________
Student Center Tutoring & Academic Coaching 
Yes ____ No _____

Other organizations, departments, or individuals:
 __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


I agree that the provider and the agencies and/or individuals may share and exchange information about my circumstances. The information received will be used to evaluate my situation and to plan for and coordinate services for me. 

The permission is good for one year or ___________________________

I can cancel this at any time, but I understand that the cancellation will not affect any information that was already released before cancellation. I understand that information about my case is confidential and protected by state and federal law, and ethical guidelines. I approve the release of information only in those areas listed above.

Student Signature ___________________________________ Date ________________

Parent, Guardian / Legal Representative _____________________ Date ________________


******************************************************************************

Revoke Authorization

By signing below, I revoke this authorization for records of my health and wellness services to be shared with the following individuals or organizations:
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Student Signature_________________________________ Date _______________________


Parent, Guardian / Legal Representative_______________ Date _______________________
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