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SHERRY WEBB, DIRECTOR


To: ________________________________________

I hereby give my consent for the ___________________________________records of:

 ____________________________________        _____________     ______________________
	(Student’s full name)			            (Birth date)		    (I. D. #)

______________________________________________________   ______________________
	(Physical address)				                                           (Telephone)

To be released to:    ATTENTION:  __________________________________________________

					________________________________________________

					________________________________________________

					________________________________________________


For the purpose of:

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________
					(Specify the purpose)


					________________________________________________
						(Signature of Parent/Guardian of Student)

					________________________________________________
						                              (Date)



