
USD 308  * P.O. Box 1908 * Hutchinson, KS  67504­1908  * Phone:  (620) 665­4400 

Authorization to Exchange Confidential Information 

Name:  _________________________________  Date  of  birth:  _______________  Social  Security  #: 
_________________ 

I understand  that  the purpose of this release is to assist with this individual's education and or treatment by improving 
communication between professional service providers or agencies and other important individual(s) in the individual's 
life. To further this goal, I authorize the exchange of the below­specified information regarding this individual between 
the agencies listed below. 

The information to be disclosed is marked by an x in the boxes below: 
   Name of therapist, Name of case manager, Educational advocate, Other related service provider, etc. 
   Name(s) of treatment program(s) 
   Educational records, including special education records 
   Treatment Plan 
   Scheduled appointments 
   Progress notes 
   Medical information 
   Discharge plans 
   Treatment summary 
   Psychological evaluation 
   Medications 
   Other: ___________________________________________________________________________________ 

This information is to be exchanged between these persons or agencies: 

To:____________________________________________________________   __________________________ 
Agency  Attention 

____________________________________________________________    __________________________ 
Address                       City                             State                   Zip                                     Phone 

From:__________________________________________________________   __________________________ 
Agency                                                                                               Attention 

____________________________________________________________    ________________________ 
Address                       City                             State                   Zip                                     Phone 

I  understand  that  I may  revoke  this  release at any  time, except  to  the extent  that  it has already been acted upon. This 
release will  expire  on      1  year  from  this  date,      upon my discharge  from  treatment  by  this agency or by  the person 
specified above, or     under these circumstances: __________________________________ 

____________________________________   ____________________________________    ___________ 
Signature of individual/ parent/ guardian                                              Printed name  Date 

_________________________________   ______________________   _______________    ____________ 
Signature of witness                                                          Printed name  Relationship                      Date 

I witnessed that the person understood the nature of this request/authorization and freely gave his or her consent, but was 
physically unable to provide a signature. 

____________________________________   ___________________________________    _____________ 
Signature of representative                                                            Printed name                                                             Date 

______________________________________   ___________________   _____________   _____________ 
Signature of witness                                                            Printed name                      Relationship  Date 

(a second witness is needed if person is unable to give oral consent)



   Copy for patient or parent/guardian    Copy for provider/therapist/case manager    Copy for family member 
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