
HARFORD COUNTY PUBLIC SCHOOLS 
Authorization to Release Student Records 

 
 

1.    Name of Student                                                               Date of Birth 
 
 
 
2. Name(s) and Address(es) FROM whom records are being requested: 

 
 
 
 
 

 
3. Name(s) and Address(es) TO whom records are to be sent: 
 
 
 
 
 
 
4. Description of Records: 
 
           [  ]  Educational and Health                                               [  ]  Special Education 
           [  ]  Confidential  (Sensitive)                                              [  ]   Psychological 
           [  ]  504                                                                              [  ]   Discipline 
           [  ]  Other________________________________________________________ 
 
5. I authorize the release of the records indicated above. 
 
 

__________________________________________  ___________               
    Signature of Parent/Guardian/Eligible Student (age 18 or older)                               Date 

 
6. Authorization obtained by  
 
 
 

__________________________________________  ___________               
                                     Signature                                                                           Date 
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