
   
 

          
      

 

          
     
 
 

           
 

          
 

     
 

    
 

        
 

    
   

 
    

 
    

 
        

 
              

                  
  

 
 

       
  
 
    

  
 
 

    
 
 
 

_______________________________________ 

L ivonia Public Schools 

SE C T I O N 504  A U T H O RI Z A T I O N F O R R E L E ASE A ND F O R M F 
E X C H A N G E O F M E DI C A L IN F O R M A T I O N 

Student Name: _______________________________________ Date of Birth: _________________ 

School Building A ttending: _____________________________ G rade: _______________________ 

Parent/Guardian Name: ______________________________________________________________ 

Address: ___________________________________________________________________________ 

Phone: ____________________________ Email: _________________________________________ 

I hereby authorize the release and exchange of otherwise confidential medical information between 
the Livonia Public Schools and: 

Physician$s Name: ____________________________________________________________________ 

Address: ____________________________________________________________________________ 

Phone: _______________________________ Fax: ________________________________________ 

I understand that any information released or exchanged will be treated in a confidential manner 
by the District and will not be transmitted to a third party without my permission. This authorization is 
valid for a period of ninety (90) days unless earlier revoked by me in writing. 

Date: ________________ _______________________________________ 
Signature of Parent/Legal Guardian 

Relationship to Student 

PL E ASE F O R W A RD D O C U M E N TS T O : 

Livonia Public Schools - Section 504 - Authorization for 
Release and Exchange of Medical Information 
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