Berkeley College Office of Accessibility Services
Authorization to Release
Disability-Related Educational Records
 
Student’s Name: _____________________________Date of Birth: _______________________ 
 
Phone #: ___________________________   Student ID # ________________________________
 
I request and authorize the Office of Accessibility Services to release confidential information of the above-named student to: 
 
Name: ___________________________________________________________________________
 
Address: ____________________________________________________________________________ 
 
City: __________________________________   State: ______________  Zip Code: ____________ 
 
Phone: _______________   Fax: _______________  Email: _________________________________
 
Relationship to student:   ___________________________________________________________ 
 
The nature of the information to be released is: 
 
_____ Discussion about student meetings and progress 
_____ Proof of approved accommodations while at Berkeley College
_____ Copy of medical documentation held by Berkeley College 
_____ Other (please explain): 
  
Requested information should be released by (check all that apply): 
 
Email _____ 	Mail _____ 	Phone _______ 
 
Student Signature: _______________________________________   Date: __________________ 
 
THIS AUTHORIZATION EXPIRES ONE YEAR AFTER IT IS SIGNED. THE STUDENT MAY CANCEL THIS AUTHORIZATION BY WRITTEN NOTIFICATION AT ANY TIME.

