
SOUTHERN LEHIGH SCHOOL DISTRICT 
5775 MAIN STREET 

CENTER VALLEY, PA 18034 

RELEASE OF INFORMATION FORM 

We are requesting your consent to exchange information regarding your child with 
another school, agency or professional.  Before we can do so, written authorization 
is required. 

Name of Student _________________________Date of Birth _______________ 

I authorize the Southern Lehigh School District to: 

(check one):   _______send to   _______receive from  

Name of School _____________________________________________________ 

Address of School  ___________________________________________________ 

City/State/Zip  

the following information: 
____Health/Immunization records 
____Evaluation report 
____Psychological evaluation 
____Psychiatric evaluation 
____Individual Education Program 
____Notice of Recommended Education Placement 
____Report cards/Progress notes 
____Standardized test scores 
____Medical records 
____Verbal Communication 

Signature of Parent/Guardian  Date 

              If yoX oSen tKe forP in $GoEe $croEat 5eaGer� yoX Zill KaYe tKe oStion to ViJn it electronically�

__________________________________________ _______________

Patricia Heberlein
Cross-Out

Patricia Heberlein
Inserted Text
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