Copies:  Parent


             Nordonia Hills City School District
           Cumulative File


            Pupil Services Office
           Student Services Office

           9370 Olde Eight Road
Northfield, OH  44067


           

I, 






 as parent/guardian of 




       am



‘s personal representative.  I authorize Dr. 




, of
(Medical facility)




 to disclose my child’s health information defined as individually identifiable health information described below to Carrie Hutchinson,
 , Director of Pupil 
Services at  Nordonia Hills City School District in Northfield, Ohio  44067.  Any questions regarding this authorization should be directed to the Director of Pupil Services at (330) 468-4600.   Any information provided will be shared with the student’s educational team.  
I specifically authorize the release of the following protected health information:  (defined clearly with specificity/not all medical records)

This authorization expires on




   unless revoked in writing prior to this date.  
Information shared with the District will be maintained as an educational record in the student’s file.  
Reason for the request:  (Please check)


  To aid in making present and future educational decisions


  Other (Please specify)
I certify that I have received a copy of this authorization.

Signature of parent/guardian/or student if 18 or older

(Printed Name)
(Student signature (required if drug/alcohol records regardless of age)
(Date)

*USE PR-01 to document parent refusal to provide authorization to release educationally relevant records
PARENT/GUARDIAN/STUDENT


CONSENT FOR MEDICAL RECORD RELEASE


HIPAA Guidelines





Regarding:


						


Student Name


						


Date of Birth


						


School





Requested by:


					


Staff Member


					


Title


					


Signature of Administrator





OFFICE USE ONLY


Date data released 			


By					


    (Name/Position)


Date copies mailed			


By					           


     (Name/Position)








