Texas Woman's University

Student Health Service

RELEASE OF INFORMATION TO  PARENT/GUARDIAN

I, 
   

                 PRINT NAME                                               SSN or Student ID

authorize Texas Woman's University Student Health Services to:
(please check one)

· Discuss/release any and all protected health information (this will include mental health and HIV/AIDS information) pertaining to the medical care I received at or through their facility 
· Discuss/release my specific medical condition (please state): 


· Discuss/release the medical care I received at or through their facility during the following dates:


to my parent(s)/guardian, who is named below, whether by phone, email or regular mail.  

I authorize this information to be released to:






 and/or







print name of parent/guardian



print name of parent/guardian
This authorization is to be in effect until such time as I revoke it in writing.
Patient's Signature



Date

Witness





Medical Record Number

Revised and approved by General Counsel May 2003

