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257 Western Avenue

St. Johnsbury, VT  05819

802-748-8912                                            www.stjsd.org                                           FAX 802-748-1095
Authorization to Release/Disclose Confidential Information

Name of Student_________________________________________________

Date of Birth____________________________________________________
I hereby authorize the release and exchange of all the following information between The St. Johnsbury School and:
 

_______________________________________
                                 

Name of Previous School

                              

_______________________________________


 



Address





_______________________________________

                                          

Phone/Fax

*In order to expedite the placement of this student in our school, please Fax immunization record upon receipt of this release.  Under VT Law, students may not enter school without proof of having required immunizations.   
*In order to make an appropriate placement for this student, please Fax 504 or IEP and Evaluation (if applicable) with immunization record.
Cumulative File




Medical Records




Portfolio





EST File





Special Education File



504 File

Comprehensive Evaluation Reports


Standardized Test Scores


Psychological Evaluations



Psychiatric Evaluations

Drug and Alcohol Information


Discharge Summary/Plan


Behavioral Support Plan



Other ___________________
Please mail all records to:  
Sherry Hoyt, Registrar

The St. Johnsbury School

257 Western Avenue

St. Johnsbury, VT  05819
I understand that federal regulations (42 CFR part 2) prohibit the re-disclosure of drug and alcohol treatment information without my written consent or as allowed by the regulations.  I understand that under Vermont statue, my health information can only be disclosed with my authorization or as mandated by an express provision of the law.  For disclosures of information made to organizations outside the State of Vermont, all other health information used or disclosed pursuant to the authorization may be subject to re-disclosure by the recipient and no longer protected by this rule (Privacy Standards of the Health Insurance Portability and Accountability Act of 1996).

I understand that my treatment/support is not conditioned upon authorizing this disclosure.  I understand that this authorization will expire one year from the date of this authorization unless I other wise specify, (alternate date if desired): _____________.

I further understand that I may revoke this authorization at any time except to the extent that The St. Johnsbury School, or any other agency making the disclosure, has already acted in reliance on it.  Revocation should be submitted in writing and sent to The St. Johnsbury School.

Signature: ______________________________Date:_________________

Parent/Guardian/Legal Representative

I also understand my child may not enter school without proof of immunizations.  ________________

                          Parent/ Guardian Initial

Signature: ______________________________Date:_________________

Witness


Rev. 6/08 
OFFICE USE ONLY


Name________________________________


Faxed Request_________________________


Mailed Request_________________________


Received:


CUM________________________________


HEALTH_____________________________


PORT_______________________________


SPED_______________________________


504 ________________________________


EST________________________________








