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Disability Services Release Authorization
	□ Evaluating Professional
        □ Parent             □ Professor     
   □ School System               □ Other 

	To:                                                                                           Telephone #

	                   Professional’s name (please print)

	Address:                                                                                   Fax #

	City: 
	State:
	Zip:


I HEREBY REQUEST AND AUTHORIZE THE RELEASE OF MEDICAL/SCHOOL RECORDS OR OTHER PERTINENT INFORMATION WHICH WILL ASSIST IN MY ACADEMIC PURSUITS TO:

Austin Peay State University

Office of Disability Services

P.O. Box 4578
Clarksville, TN  37044

(931)221-6230  voice

(931)221-6278  TTY

(931)221-7102  Fax                                             
I further authorize that a photocopy of this authorization be fully acceptable as an original.  This authorization will be valid as long as I am a student of Austin Peay State University.


_______________________________


_______________________________


Student’s Name (Print)




Student’s Date of Birth (DOB)

_______________________________  


_______________________________

Student’s Signature


    


Date

Revised   07/20/2011

