The Autism Model School

3020 Tremainsville
Toledo, Ohio 43613

(419) 897-4400

Fax (419)897-4403

Authorization to Release/Obtain Information

I, ________________________________, the parent/guardian of___________________ give permission to my child’s previous school _____________________________________ to release copies of all educational records to The Autism Model School Staff.

I, _______________________________, the parent/guardian of ___________________  do hereby authorize The Autism Model School to obtain information, reports, summaries, evaluations regarding my child’s current medical diagnoses from the following agencies:

I, _______________________________, the parent/guardian of ___________________  do hereby authorize The Autism Model School to release copies of all educational records to the following school, doctor, and/or agency:

Name___________________________________________________

Address_________________________________________________

City/State/Zip____________________________________________

Telephone_______________________________________________

Name___________________________________________________

Address_________________________________________________

City/State/Zip____________________________________________

Telephone_______________________________________________

__________________________________________________            ________________

                         Parent/Guardian Signature                                                            Date

Authorization is in effect ONLY during the time your child attends The Autism Model School.

