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Authorization and Permission to Release Records
Student Full Name: __________________________ 
DOB: _________________________


(MM/DD/YY)

Grade: ________________________


(20__ School Year)
I authorize the release of my child’s school records and give permission for the school to share information regarding my student’s academic, social and emotional growth.
Parent Signature: _________________________________ 
Date:____________ 

For Office Use Only

1st Request Date: ___________





2nd Request Date: ___________








______________________________________________________________________________
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