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Blue Valley School District (BVSD)
Education Services

15020 Metcalf, Overland Park, KS 66283 

Phone:  913-239-4057
AUTHORIZATION TO DISCLOSE AND/OR RECEIVE
HEALTH/EDUCATION INFORMATION

	Student:
	
	DOB:
	


	Address:
	
	City, State, Zip
	


	School:
	
	Grade:
	
	Student #:
	


	Medical Record No.
	     


	A. Organization Name and the Person(s) DISCLOSING the Information (specifically identify):


	B. Organization Name and the Person(s) RECEIVING the Information (specifically identify):


	C. Information to Be Disclosed:  I authorize the disclosure of any information about the diagnosis of and/or the services provided to the above-referenced student for the service dates of ___________ to ______​​​​​________.

	The following information can also be disclosed: 



	D. Information is Being Disclosed for the Following Purpose(s): Educational Planning



Under the Privacy Rules of the Health Insurance Portability and Accountability Act of 1996, I understand that: 
1. I am not required to sign this authorization and I can refuse to sign it.
2. In general, just because I refuse to sign this authorization, the Person(s) named in Section A above cannot refuse services to the student.
3. The information disclosed may also be disclosed to others.  The information cannot be disclosed to others if the person or agency who receives this information is also required to follow privacy rules.
4. The law allows the Blue Valley School District to use and disclose this information without obtaining your permission for the purposes of providing appropriate services, and to enable the district to receive funds from other agencies which assist in paying for those services.
5. I may review, or in specific circumstances receive a copy of, the information requested in this authorization.
6. I can withdraw this authorization at any time.  I must do so in writing and give it to the Provider named in Section A above.  If I withdraw this authorization, any information disclosed prior to my withdrawal will not be affected.

This authorization expires one year from the date I signed it, unless I withdraw it earlier.
	
	
	 

	Signature of Patient/Student (or Patient/Student Representative)
	
	Date


	
	
	 

	Printed Name of Patient/Student (or Patient/Student Representative)
	
	Relationship to Patient/Student


DO NOT WRITE BELOW THIS LINE – For Blue Valley School District Use Only

	Date Request Sent:
	     
	By Whom:
	     

	Date Records Received:
	     
	Date:
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