DISABILITY AND EDUCATIONAL SUPPORT PROGRAM
DESP
West Valley College
14000 Fruitvale Avenue
Saratoga, CA 95070

CONSENT FOR RELEASE OF INFORMATION

Name: Date of Birth:

ID#/SS# Maiden or Other Used Name

I, the undersigned request the release of information to
from: for use in educational and vocational planning and
accommodation support. All information will be kept confidential and maintained as a part of my records
with DESP at West Valley College. Selected information may be released for mandated State and/or
Federal reports. | understand that | have a right to receive a copy of this authorization. | understand that
any cancellation or modification of this authorization must be in writing. | understand that | have the right
to revoke this authorization at any time unless DESP has taken action in reliance upon it. And, | also
understand that such revocation must be in writing and received by DESP at their office on campus. |
understand that information used or disclosed pursuant to this authorization may be subject to re-
disclosure by the recipient and may no longer be protected by the Federal Privacy Rule, although such
information may be protected by applicable California Law.

This authorization shall remain valid until:

| authorize with my initials the release of information that may include one or more of the following
records:

_____Verification of disability

_____Psychological testing and evaluation results
_____Learning Disability assessment

___Audiology and speech/language pathology reports
______Vocational Rehabilitation plan

___ Prescribed medications and dosage

__ Educational records, including progress made

Other:

| further give permission for D.E.S.P certified program staff to discuss my educational situation with other
professionals who have a legitimate educational need to know.

Signature of Student Date:

Date:
Signature of Parent or Guardian (if under 18 years of age) Rev. 02-09

A photocopy of this is as valid as the original.



