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CONSENT/AUTHORIZATION TO DISCLOSE INFORMATION

NAME: ID#/SSN:

I hereby Consent and Authorize Student Access at Oregon Health & Science University to:

Release Disability information to: ______Obtain Disability information from:
Name: Phone:
Address:
City, State, ZIP: Fax:
E-Mail:
For the purpose of:  Coordination of Accommodations: _ Request of Student: __

If, and to the degree this consent is required to release personally identifiable information in
these records under the Family Educational Rights and Privacy Act, 20 USC 1232(g)
(collectively referred to as FERPA), this document signifies such consent.

Information about Revoking the Authorization:

You may revoke this authorization in writing at any time. If you revoke your authorization, the
information described above may no longer be used or disclosed for the purposes described in
this written authorization, except for action already taken.

To revoke this authorization, please send a written statement to Sue Orchard, Coordinator for
Student Access, Oregon Health & Science University, Mailcode L601, 3181 SW Sam Jackson
Park Rd., Portland, OR 97239-3098 and state that you are revoking this authorization.
Revocation will not apply to information that has already been released in response to this
authorization. Unless revoked earlier, this consent will expire at the time of separation from
OHSU as a student.

Student Access cannot guarantee the confidentiality of documents transmitted by fax.
Do you consent to information being sent by FAX: Yes No

| have read this authorization and | understand it.

Student Signature: Date:

Date Received: [ Date Mailed/Given/Faxed/E-Mailed (circle which). _/ [/



