Office of Accessibility Services:  FERPA Authorization of Release
Union 224, Warrensburg, MO 64093

V/TTY 660-543-4421; Fax 660-543-4724; Email access@ucmo.edu

This form, when completed and signed by you, authorizes Office of Accessibility Services (OAS) or other parties 
to release protected information from your record to whom you designate. Release of UCM educational records must be made by signing the UCM FERPA release: https://www.ucmo.edu/registrar/forms.
I, (print name) ___________________________________________________________ DOB ___________, authorize:
 FORMCHECKBOX 
  Office of Accessibility Services

 FORMCHECKBOX 
 Other person or program _________________________________________________________________________
To release the following information regarding my disability:
 FORMCHECKBOX 
  Assessment and treatment information

 FORMCHECKBOX 
  A copy of records, e.g. accommodations, to include:
· an appropriate, professional source, e.g. on doctor’s  letterhead;

· the most recent evaluation of the impairment (LD eval. on an adult basis);

· the nature of the impairment;

· the impairment is either permanent or long term;

· how the characteristics of the impairment appear in this individual;

· how those characteristics substantially limit one or more daily life activity; and
· if possible, indicate accommodations that would be appropriate.
 FORMCHECKBOX 
  You are registered with OAS

 FORMCHECKBOX 
  The accommodations for which you are eligible and that you want to disclose

 FORMCHECKBOX 
  Other (provide description of the information you want disclosed.  Be as specific and detailed as possible).

_________________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________________________________

This information should only be released TO FORMCHECKBOX 
  FROM FORMCHECKBOX 
:

Office of Accessibility Services, University of Central Missouri, Union 224, Warrensburg, MO 64093
This information should only be released TO FORMCHECKBOX 
  FROM FORMCHECKBOX 
:

(Name, address, and position/role of person with whom the information is to be released or shared.)

_________________________________________________________________________________________________
_________________________________________________________________________________________________
I am requesting this information be released for the following reasons: (“at the request of the individual” is all that is required if you are an OAS client and you do not desire to state a specific purpose.)

 FORMCHECKBOX 
  At the request of the individual

 FORMCHECKBOX 
  ______________________________________________________________________________________________
This authorization shall remain in effect:

 FORMCHECKBOX 
  For one year from the date indicated below

 FORMCHECKBOX 
  Until the following expiration date or event: ___________________________________________________________
I understand I have the right to revoke this authorization at any time by sending such written notification to the above designee(s).  However, revocation will not be effective to the extent that the above designee(s) have taken action in reliance on the authorization or if this authorization was obtained as a condition of obtaining insurance coverage and the insurer has a legal right to contest a claim.

I understand that information used or disclosed pursuant to the authorization may be subject to redisclosure by the recipient of your information and no longer protected by the FERPA Privacy Rule.

_________________________________________________________


_________________________
Student Signature








Date

_________________________________________________________________________________________________
Parent/guardian signature required if student is less than 18 years of age or under legal representation.. If the authorization is signed by a personal representative of the student, such as legal guardian, a description of such representative’s authority to act for the client must be provided.  If student does not sign, proof of legal representation will be required.
