
 

I, _________________________________________________________________ the parent/guardian 

of _______________________________________________________________ authorize the following 

agencies/people to release/share information regarding my child: 

School District  

Audiologist  

Physician  

Other  

Other  

Other  

I understand this release is in effect until I revoke it by notifying the MECDHH Outreach program. 

   

Signature of Parent/Legal Guardian  Date 

 

THE MAINE EDUCATIONAL CENTER FOR THE DEAF AND HARD OF HEARING 
STATEW IDE EDUCATIONA L SERVICES  

One Mackworth Island, Falmouth, ME 04105 
(207) 781-6215 TTY/V 

(207) 781-6220 Fax 
www.mecdhh.org 

Authorization for Release of Information 
To / by the MECDHH Outreach Program 

 


