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Office of Disability Services        
101 Crewson House                 
Athens, OH 45701      	          
Fax: 740.593.0790					

Authorization to Request Information

Information is requested on: (Please print clearly)		
Name: __________________________________ 		
Date of Birth: _____________________________			
Last 4 Digits of Social Security: _______________

I request and authorize: ______________________________________________________________ 
Name of Individual and/or Organization
to release to the Office of Disability Services (ODS) at Ohio University the following information: 

[  ] Psycho-Educational Evaluation Diagnostic Report(s)

[  ] Psychological Evaluation Diagnostic Report(s)
 
[  ] Vocational Evaluation Diagnostic Report(s)

[  ] Medical Diagnostic Report(s)

[  ] Hospital Inpatient/Outpatient Records (including mental health records)

[  ] Alcohol and Drug Treatment Reports (including dates of treatment or attendance)

[  ] Any and all pertinent information that would be viewed as helpful in facilitating support services for this individual (NOTE: IEP records and/or 504 Plans are appropriate only when they accompany a complete Psycho-Educational Evaluation Diagnostic Report).


In accordance with the requirements of the Federal Family Education Rights and Privacy Act (FERPA), I
understand that my right to privacy includes limiting access to all my reports and records pertaining to the
provision of services and accommodations. I also understand that I may authorize other people to have
access to my materials on file in the Office of Disability Services.


_______________________________________________ ______________________________
Student Signature 						  Date

Send Authorization Form to:

Name: ____________________________________________________________

Fax Number: _______________________________________________________

Phone Number: __________________________________________________________
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