File Authorization /
Disclosureof Information

Student Name: ID Number:

NOTE: Information will NOT be given over the phone.Personsrequestinginformation in office mustverify identity.
All other requests mustbein writing with a signature from the authorized person. This authorization is in effectuntil
cancelled in writing by the student.

Please note that this form does NOT serve as a Release of Information for Integrated Student Health Center
information, as those records are protected under HIPPA. If you would like to grant permission for ISHC staff to
discussmedical/counselingssueswith someonepleasecompletethe Releaseof Information form FROM ISHC, located
on the website athttp://www.oit.edu/campuslife/student-health/forms.
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PhoneNumber Address
Relationship
2. Mother | Spouse
FirstName LastName Father | Other
PhoneNumber Address
Relationship
3. Mother | Spouse
First Name LastName Father | Other

PhoneNumber




