Connecticut College

Student Health Services

Exchange of Information Form
I, _____________________________, hereby authorize Connecticut College, Student Health Services to exchange information regarding my medical, psychiatric, psychological, HIV/AIDS,and/or drug and alcohol abuse/treatment records with:
_______________________________

(name of provider)
_______________________________

(address)

_______________________________

_______________________________

________________________________
(phone/fax/email)
For the purpose of:                                                     

___Insurance claims                                                       ___Legal/disciplinary 
___Coordination of care                                                 _X_Medical Withdrawal/Return
 ___Other (explain) __________________________

I understand that disclosure may be made by Fax / Mail / Verbal / Electronic Transmission or Other ___________________.
I understand that this consent is subject to revocation at any time unless action based on this release has already been taken.  Unless otherwise specified, this authorization expires in one year.  
Print Name: _____________________________   Date of Birth:  __________________                                                                                                                                                               
Student Signature: _________________________   Date: _______________________
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