
 

__________________________________________________________________________ 
 

 
 

Authorization to Release Student Records 
 

 
  

Student: ________________________________ Date of Birth: _________ 
  
Current School Placement: 
     
                ___________________________________________ 
                ___________________________________________ 
                ___________________________________________ 
  
Present Grade Level_______ 
  
I Hereby Consent to the release of the following student records: 
  
________Cumulative Educational Record 
  
________Transcript of Grades Earned to Date 
  
________Health Records 
  
________Confidential Special Education and Related Service Records 
  
I request that the information be forwarded to: 
  
  

St. Elizabeth Catholic School 
917 Montrose Road 

Rockville, Maryland  20852 
 Special Instructions: 
 __________________________________________________________________ 
  
Date:___________             Signature:___________________________________ 
                                                                        Parent or Guardian 
 
 
 
 
 
 
 
 

Phone:  301-881-1824           Fax: 301-881-6035                Email: office@stelizabethschoolmd.org 
__________________________________________________________________________________________ 
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