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Victor Valley College

Student Services II, Bldg 50

18422 Bear Valley Road

Victorville, CA 92395

 760-245-4271 x 2212  Fax: 760-245-3588
	DSPS Authorization for Release of Protected Medical and Psychological Information


	Student’s Name:
	     
	Date of Birth:
	     

	Previous Name:
	     
	Social Security #:
	     

	
	Disabled Student Program and Services
	to  FORMCHECKBOX 
 release (or) to  FORMCHECKBOX 
 receive

	I request and authorize
	
	

	eligibility information for the purpose of academic accommodation of the student named above:

	TO
	Name:
	     
	

	
	Address:
	     
	

	
	City:
	     
	State:
	     
	ZIP Code:
	     

	This request and authorization applies to:

	 FORMCHECKBOX 
 Health care information relating to the following treatment, condition, and dates:

	
	     

	 FORMCHECKBOX 
 All health care information with ICD or DSM numbers

	 FORMCHECKBOX 
 Other:
	     

	

	Definition:

	

	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	I authorize the release of my LD testing results, or any medical information related to my educational functional limited, to the person(s) listed above. I understand that the person(s) listed above will be notified that I must give specific written permission before disclosure of these test results to anyone.

	

	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	I authorize the release of any records regarding drug, alcohol, or mental health treatment to the person(s) listed above.

	
	

	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	I understand authorizing the disclosure of the information identified above is voluntary.  I understand that I have the right to revoke the authorization in writing at any time.  I understand that revocation will not apply to information that is previously released under this agreement.  I understand that I may inspect or obtain a copy of the information to be used or disclosed as provided in CFR 164.524.  I understand that any disclosures carry the potential for unauthorized redisclosure that may not be protected by federal confidentiality rules.

	Student Signature:
	
	Date Signed:
	








THIS AUTHORIZATION EXPIRES NINETY DAYS AFTER IT IS SIGNED


