
 

 
 
 

Release of Confidential Information Form 
 

I _________________________________, authorize____________________ to disclose 
                   (Student’s name)                   (Designee of disclosure) 

to Shaw University Counseling Center/Disabilities Services for the following information: 

1. ______________________________________________________________________ 

2. ______________________________________________________________________ 

3. ______________________________________________________________________ 

4. ______________________________________________________________________ 

I understand this is confidential information and will only be used to enable me to be eligible for 
disability services at Shaw University. This consent is valid for___________________________ 

Student’s Signature______________________________________Date___________________ 

Counselor’s Signature____________________________________Date___________________ 

Designee of disclosure signature ____________________________Date__________________ 
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