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I, ______________________________________________(Date of Birth: _____________) , hereby authorize the Clark University Dean of Students Office located at 939 Main Street, Worcester MA 01610 (Phone: 508-793-7423) to:
[ X ] disclose information to	    [ X ] receive information from            [ X ] exchange information with 

Name(s):  Student Health Services, the Center for Counseling and Personal Growth and my health care provider, __________________________________________________________________________
(Agency Name/Organization)
___________________________________________________________________________________
Address:   (street)                                                                    (city)                                      (state)          (zip)
Regarding: ________________________________________    Student Phone: _____________________
                        (Student Name)

Student Address:  ______________________________________________________________________
                              (street)                                                        (city)                                      (state)     (zip)

The information to be disclosed is:
[  ] Attendance Information
[  ] Treatment Summary
[ X ] Withdrawal / Re-Entry Recommendation
[  ] Other (specify) _______________________________________________________________

The purpose of this disclosure is for:
[  ] Further treatment
[  ] Collaboration with:  _______________________________________
[X ] Withdrawal / Re-Entry Process
[  ] Other (specify) _______________________________________________________________


This consent is effective on _______________________and expires on ___________________ .

This authorization is given voluntarily with my full realization that the information is confidential material.  I understand that I may cancel this authorization at any time by submitting a written request to the Dean of Students Office, except where a disclosure has already been made in reliance on my prior authorization.  A copy of this authorization shall be considered as valid as the original.

Student Signature: ___________________________  Date:  __________________________

	Your Department Name
Your Street Address  •  Your Town, City, and Zip Code  •  Your Phone Number  •  Your Fax Number  •  yourname@clarku.edu  •  clarku.edu
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