MARION COUNTY SPECIAL EDUCATION COOPERATIVE #617  1500 E. Lawrence
Centre U.S.D. 397

Marion U.S.D. 408

Goessel U.S.D. 411
         Marion, KS 66861
Peabody U.S.D. 398

Hillsboro U.S.D. 410




         Phone: (620) 382-2858











         Fax:  (620) 382-2063
TRANSFER OF CONFIDENTIAL RECORDS

CONSENT FOR RELEASE AND/OR EXCHANGE OF INFORMATION

STUDENT: ____________________________________________ DOB: ____________GRADE: ______

STUDENT’S ADDRESS: ________________________________________________________________





STREET/P.O. BOX


CITY


STATE

ZIP
I HEREBY CONSENT TO THE RELEASE AND/OR EXCHANGE OF THE FOLLOWING RECORDS:

______  Preassessment Form
________  Staffing Reports

_________  Individual Education Plan (IEP)

_______  Permission to Test
________  Speech/Language Reports
_________  Health/Medical

_______  Permission to Place
________  Team Evaluation Reports
_________  Verbal Communication

_______  Team Statement

​​​​​​​________  Comprehensive Evaluation
_________  Other
RECEIVING/RELEASING OFFICE: ______Marion County Special Education Cooperative  DISTRICT:  #617____________
ADDRESS:____________________________1500 E. Lawrence_______________________   PHONE:  _(620) 382-2858_____

     ____________________________Marion, KS 66861________________________________________________

CONTACT PERSON:  _______________________________________________________  POSITION: _________________

RECEIVING/RELEASING OFFICE :________________________________________________________________________

ADDRESS:  ________________________________________________________________  PHONE:  ___________________


       ____________________________________________________________________________________________

CONTACT PERSON:  ________________________________________________________  POSITION:_________________

PURPOSE OF RELEASE:_______________To establish a comprehensive file________________________________________
TIME LIMITATION OF CONSENT:  ________________________________________________________________________

I acknowledge notification of transfer of records as required and understand that I have a right to receive a copy at my own expense, if requested, and have an opportunity for a hearing to challenge the content of the records.  I understand that the information transferred will be treated in a confidential manner and will not be transmitted to a third party without my consent.
PARENT OR ADULT STUDENT SIGNATURE:  _________________________________________________________________

RELATIONSHIP:_____________________________________________________________  DATE:  _______________________

CURRENT ADDRESS: ________________________________________________________  PHONE:  ______________________

CITY: _________________________________________  STATE:  _____________________  ZIP:  _________________________






Revised 10/24/06


