CONSENT OF PARENT / GUARDIAN FOR RELEASE OF INFORMATION

For the purpose of ensuring your child is provided with a Free Appropriate Public Education (FAPE), | do hereby give
permission for a mutual exchange of information and records concerning:

NAME OF STUDENT: DATE:

SCHOOL WHERE ENROLLED: GRADE:

Between Michigan City Area Schools and the following:

(Hospital, Clinic, Physician, Institution, Association, or School)

Name of Contact Person:

Address:

City: State: ZIP:

Phone #: Fax:

[J Release ALL information
[J Release the checked information: (Check all that apply)
D General Identifying Data (Name, Address, Birth Date, Grade Level Completed, Grades, Class Standing, Attendance Record)
[J Educational Records
[J standardized Achievement and Aptitude Test Scores
[J Individualized Education Programs (IEP)
[J Speech / Language Reports
[J Physical / Occupational Therapy Reports
[J Psychological / Psychiatric / Educational Evaluation Reports
[J Medical / Health Reports
[J Psychiatric Records
[J Other, Specify:

Please Return to:

MCAS, Office of Special Education

408 S Carroll Ave, Michigan City IN 46360
FAX: (219) 877-3548

Attention:

SEE REVERSE SIDE FOR CONSENT OF PARENT/GUARDIAN FOR RELEASE OF INFORMATION
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CONSENT OF PARENT / GUARDIAN FOR RELEASE OF INFORMATION

| authorize Michigan City Area Schools (MCAS) and the named individual/organization/agency to exchange information

and records as indicated. Except as limited, this authorization encompasses all information pertaining to the minor,
including protected health information (PHI) as defined in the Health Insurance Portability and Accountability Act (HIPAA)
and its implementing regulations, and educational records as defined in the Family Educational Rights and Privacy Act
(FERPA).

We expressly waive all provisions of the law (including, but not limited to, the privacy provisions of HIPAA, FERPA, and

R.C. 3319.321), forbidding any physician or other person who has or may hereafter treat, attend, or examine the minor,

or any educational agency, from disclosing any knowledge or information, including PHI, which they may have thereby
acquired.

Pursuant to HIPAA, the following are specified as part of this authorization:

A. The purpose of disclosure is for assisting Michigan City Area Schools in offering the student a free and appropriate
public education (FAPE) pursuant to Section 504 of the Rehabilitation Act of 1973.

B. This authorization expires one (1) year after the date it is signed.

C. The parent/guardian signing this consent form understands that they may revoke this authorization at any time by
providing written notification to the Corporation Compliance Officer or the individual/organization/agency listed,
except to the extent that this authorization has already been relied upon.

D. The parent/guardian signing this consent form has been informed of that the individual/organization/agency listed
may not condition treatment, payment, enrollment, or eligibility for benefits on whether the parent/guardian
signed this authorization.

E. The parent/guardian signing this consent form has been informed of the potential for information disclosed
pursuant to this authorization to be the subject to re-disclosure by the recipient and to be no longer protected by
HIPAA. The parent/guardian signing this consent form is also aware that any information disclosed to Michigan City
Area Schools is subject to other state and Federal privacy laws.

Student: Birth Date:
Parent/Guardian Signature Date:

SEE REVERSE SIDE FOR NAMED INDIVIDUAL / ORGANIZATIONAL / AGENCY AND INFORMATION REQUESTED

FOR OFFICE USE ONLY
Copies to: Above Names Institution Parent Office of Special Education

Principal Educational record
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