
CONSENT FOR RELEASE/EXCHANGE OF 
CONFIDENTIAL INFORMATION 

NAME OF STUDENT  BIRTHDATE 

ADDRESS TELEPHONE     STUDENT ID NUMBER 

CURRENT GRADE LEVEL YEAR OF GRADUATION      WITHDRAWAL DATE 

As the parent or legal guardian of the above named child, I hereby grant my permission to the Rural Champaign County Special 
Education Cooperative (RCCSEC) to release/exchange all records concerning the above named student (please check below): 

_______Scholastic ________Health   ________Psychological   Other 

to/with 
School/Employer/Agency, etc. Address 

I understand that my permission covers the release/exchange of permanent and temporary records, as well as the release/exchange of 
confidential records and reports.  I also understand that I have the right to inspect and copy school records, to challenge the contents of 
these records and/or limit this consent to specific records or portions of records which I have designated above.  In addition, I 
understand I have the right to request a hearing to determine the status of such information and that, at anytime during the period of 
permission granted, I may revoke this permission.  Failure to release the required information may result in the student not receiving the 
needed educational services. 

I understand that this information will be used for the following purposes (check all that apply): 
� Determining eligibility for Special Education, EI/ECSE, or other services 
� Determining student/child’s current levels of performance 
� Developing an Individualized Health Plan 
� Developing an appropriate Individualized Education Program or Individualized Family Service Plan 
� Other (specify): 

Please send these records to: NAME  

AGENCY 

ADDRESS 

This authorization terminates one year from 
Signature of Parent/Guardian/ Date 
Adult Student Over Age 18/ 

Date of permission 

cc: Student’s temporary record ___________________________________________ 
Dist. File Witness    Date
RCCSEC 

RURAL CHAMPAIGN COUNTY SPECIAL EDUCATION COOPERATIVE 
807 N. Mattis Ave, Champaign, IL 61821
217-892-8877 FAX:  217-893-8627
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