Medical Record Release

CONROE |
INDEPENDENT SCHOOL DISTRICT

This is to authorize

(name of agency holding records)

(address of agency holding, records)

To release medical records on:

(student’s first, middle, and last name)

Responsible party:

(parent/iegal guardian)

To:

(name of school)

(address of school)

Special Notations:

- Signature of parent or guardian of minor



