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Office of Disability Services
Suite 348, Baker University Center
Athens, OH 45701
Phone: 740-593-2620
Fax: 740-593-0790                                                    
AUTHORIZATION TO RELEASE INFORMATION
	

Name:
	[bookmark: Text1]     
	PID:
	

	
I give permission to release my accommodation and/or disability related information contained in my file to the following: 

Initial all that apply:

______ Residential Life			 ______ Registrar’s Office

______ Student Health Services		 ______ Counseling Center

______ Financial Aid Office 		______ Campus Safety

______ Parents 				______ Academic Dean/Faculty Advisor

______ Off-Campus Agency/Others (list): 


	
	Name:
	[bookmark: Text6]     

	
	Address:
	[bookmark: Text7]     

	
	City:
	[bookmark: Text8]     
	State:
	[bookmark: Text9]     
	Zip Code:
	[bookmark: Text10]     

	               
           Phone Number:     _______________________          Fax:    ____________________

This request and authorization applies to:


	|_| Original Documentation 
[bookmark: Check2]|_| Information related to accommodation(s)
|_| Entire File
|_| Other: ______________________________________________________________________________



	Further, I understand that I may amend this agreement at any time in writing and, unless I request otherwise, it will remain in effect until completion of my program at Ohio University.


Signature:    __________________________________________             Date: ______________
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