UNIVERSITY OF BALTIMORE

DISABILITY SUPPORT SERVICES

1420 N. Charles Street 

Baltimore, Maryland 21201

410-837-4775

REQUEST FOR AND CONSENT TO RELEASE INFORMATION

To:

Re: 
Name: ____________________________

Date of Birth: _______________________
Soc. Sec. #:_________________________

The above-named student has registered with the DSS Office for services. In order to determine eligibility and appropriate accommodations, the DSS Office needs to have complete medical, psychological and educational information. The documentation guidelines are attached to this request with the requested information highlighted. 

We appreciate your sending the requested information on the student who was: 

___An in-patient - Dates of hospitalization ___________ Service _____

___An out-patient in your facility - Dates _____________ Service ________

___Was examined, evaluated, or treated on - Dates __________________

___A client your agency - Dates ___________________

___ A student at your school - Dates _________________

___Other - Dates ______________________

CONSENT FOR RELEASE OF REQUESTED INFORMATION

I request and authorize the release of the following information to the DSS Office at the University of Baltimore: 

___ Hospital treatment Report 

___ Psychological or Psychiatric Evaluation 

___ Transcript of School Records 

___ Documentation on File in the DSS Office

___ Other:

Student: _______________________________________

Date: ____________________

DSS Director: _____________________________________

