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	AUTHORIZATION FOR RELEASE OF EDUCATION RECORDS 


The Family Educational Rights and Privacy Act (FERPA) affords certain rights to students concerning the privacy of, and access to, their education records.  Students may choose to complete and submit this form to the Office of the Registrar to allow the release of designated education records to specified third parties.
	Section 1.     Student Identification

	Name of Student (Last, First, Middle Initial):

______________________________________________________
	Student ID Number:

_______________________________
	Date:

__________________________

	Please check your school:  __ Allied Health     __ Dentistry     __ Graduate Studies     __   Medicine     __Nursing    __ Other: _____________


	Section 2.     Education Records To Be Released (check all that apply):

	___    Academic Information (grades/GPA, registration, student ID number/SSN, academic progress, enrollment status, etc.)

___    Financial Aid Information (awards, application data, disbursements, eligibility, financial aid academic progress status, etc.)

___    Loan Information (MCG-maintained loan disbursements, billing and repayment history [including credit reporting history], communication                   history, balances, collection activity, etc.)
___    Student Account Information (billing statements, charges, credits, payments, past due amounts, collection activity, etc.)

___    All Records Listed Above

___    Records Limited To Those Specified Here:  __________________________________________________________________________


	Section 3.     Person(s) To Whom Access To Education Records May Be Provided:

	Name(s) of person(s) to whom access to records designated above may be provided (use additional pages if necessary)

Address(es) of person(s) to whom access to records designated above may be provided


	Section 4.     Purpose For The Authorization Of Release Of Education Records

	___    Participation in clinical learning experience/training opportunity
___    Admission to an Educational Institution

___    Employment
___    Family Communications

___    Other (please specify):  _________________________________________________________________________________________      


	Section 5.     Student Signature

	I understand that certain of my records are protected under the Family Educational Rights And Privacy Act and cannot be released to a third party without my written consent.  I hereby authorize the Medical College of Georgia to release my education records specified above to the person(s) designated above.  I understand that I have the right not to authorize the release of my education records.  I certify that my authorization has been given freely and voluntarily.  I understand that information may be released orally or in the form of copies of written records, as preferred by the person(s) to whom access to my records has been provided.  I also understand that if I so request, I may receive a copy of the written records released.  I further understand that I may revoke this Authorization For Release Of Education Records at any time by delivering a written notice of revocation to the Office of the Registrar.

______________________________________________________          _________________________________________________________

Student’s Signature                                                            (Date)                 Signature of Parent/Guardian (if student is under 18)                 (Date)


This form must be fully completed and signed by the student.  Records cannot be released if any Section of this form is not filled out.  Completed forms should be submitted to the Office of the Registrar, Medical College of Georgia, AA-173, Augusta, GA 30912-7315, or faxed to 706-721-0186.

