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Authorization for Release of Confidential Information

I,  _____________________________________, hereby authorize the Office of Disability Services at Western Oregon University to:

· Release to:



_____ Me (Student)



_____ Other:   __________________________________





__________________________________





__________________________________

a copy of my medical documentation.

___ I DO    ___ I DO NOT Consent to the transmission of medical records via facsimile (fax) machine with the understanding that confidentiality at the receiving end cannot always be guaranteed.

· Consult/talk about appropriate academic accommodations with the following individual(s) on my behalf:

________________________________/relationship: ________________



________________________________/relationship: ________________

· Consult/talk about my medical/psychological history with the following individual(s) on my behalf:

_______________________________/relationship: _________________



_______________________________/relationship: _________________

Signed:  _________________________________

Date: __________________

Release by: ______________________________                ID Checked _____________


ODS Employee                                                             By ODS Employee
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