&ihgzls rel ©chool

&«

AUTHORIZATION TO RELEASE RECORDS

Student’s Name:

I request and authorize to
School’s name

release the above stated student’s school records to:

Name:

Address:

City: State: Zip Code:

Parent/Legal Guardian Signature: Date:

Print Name:

1436 Long Pond Road, Brewster, MA 02631
508.896.4934 phone / 508.632.6555 fax
www.laurel-school.org



