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Authorization for Release of Information

DATE:
STUDENTID: DATEF BIRTH:
STREETADDRESS:
CITY: STATE: ZIP:

TELEPHONE NUMBER:

I, , authorize The University of Akieladase my conduct
records, to the following individuals urganlzatlons (name & address of persons/organizations to receive
information)

for the purpose of

Confidentiality of academicecords is protected by the Family Educational Rights and Privacy Act. To
the extentt is applicable, FERPAnay protect theecordsbeingreleased pursuait this request. Any
person/facilityreceining authorized information mayot furtherdisclosesuch information withouthe
written consenbf the persorio whomit pertains.

I understandhat| can revokehis authorization anytime by providing written noticéo theperson/
facility to whoml haveinstructed to release tiveformation. | understand algbatanyinformation
released prior to rexcation canot be retrieved andeither the person/facility releasing, ntre person/
facility receiving thenformation will beheld responsibléor such.

| hereby release The Umxsity of Akron, and its employees aradjents from all legal responsibilities or
liability that may arisdrom this act.

Release Autbrized By: Witnessed By
STUDENT SIGNATURE WITNESS SIGNATURE
Date Date

NOT VALID AFTER ONE CALENDAR YEAR FROM DATE OF ISSUANCE.



