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AUTHORIZATION FOR RELEASE OF INFORMATION


NAME OF YOUTH: ____________________________________	DOB: ________________

I AM AUTHORIZING THE DOUGLAS COUNTY JUVENILE PROGRAMS ADMINISTRATION DEPARTMENT/ASAP PROGRAM CASEWORKERS TO PERSONALLY REVIEW MY CHILD’S SCHOOL RECORDS AND OBTAIN PHOTOSTATIC COPIES OF SUCH RECORDS THAT PERTAIN TO HIS/HER GRADES, CONDUCT, DISCIPLINE, AND ATTENDANCE.  THIS RELEASE WILL ALSO ALLOW RELEASE OF INFORMATION OF ANY SPECIAL EDUCATION RECORDS IF REQUESTED.  I AM AUTHORIZING THE PRINCIPAL, TEACHER, SCHOOL OFFICIAL, SCHOOL SOCIAL WORKER, OR SCHOOL COUNSELOR TO RELEASE THE ABOVE INFORMATION.
I ALSO UNDERSTAND THAT AN ASAP CASEWORKER WILL MAKE PERIODIC VISITS TO THE SCHOOL TO VISIT WITH MY CHILD AND TO CONDUCT RANDOM DRUG SCREENS AT SCHOOL.  I UNDERSTAND EVERY EFFORT WILL BE MADE TO MAINTAIN MY CHILD’S CONFIDENTIALITY DURING THESE VISITS TO THE SCHOOL.
I UNDERSTAND THE ASAP CASEWORKERS MIGHT BE INVOLVED IN ATTENDING SCHOOL CONFERENCES WITH THE PRINCIPAL, TEACHERS, OR SCHOOL COUNSELORS IN ORDER TO DISCUSS MY CHILD’S PERFORMANCE AT SCHOOL.
I UNDERSTAND THIS RELEASE WILL REMAIN IN EFFECT UNTIL MY CHILD IS RELEASED FROM THE ASAP PROGRAM.  I UNDERSTAND I CAN REQUEST THIS RELEASE BE WITHDRAWN AT ANY TIME BY REQUESTING THIS IN WRITING TO THE ASAP CASEWORKER.


___________________________________                         	________________________________
NAME OF YOUTH					  	PARENT SIGNATURE

___________________________________
WITNESS
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JUVENILE PROGRAMS ADMINISTRATION DEPARTMENT

JENNIFER KING

Department Director
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Persons With Hearing Or Speech Disabilities Who Need To Contact Douglas County May Place Their Call Through The
Georgia Relay Center At (800) 255-0056 (Text Telephone) Or (800) 255-0135 (Voice Telephone).




