
 
 
 
 
 
UNIVERSITY OF HAWAII AT HILO 
University Disability Services Office 
200 W. Kawili Street 
Hilo, Hawaii  96720 
Ph (808) 933-0816, fax (808) 9747691, email: uds@hawaii.edu 
 
 
 
CONSENT TO RELEASE INFORMATION 
 
(This consent Form is required by the Family Educational Rights and Privacy Act of 1974) 
 
 
 
 
 
 
 
 
I,____________________________________.hereby grant my permission and authorize you 
to access lease the following designated information records (please initial next to the 
item(s) : 
 
 
______________________________________Medical diagnosis 
 
 
______________________________________Diagnosis and assessment of learning disability 
 
 
______________________________________other ( specify) 
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ADA/504  COORDINATOR 
UNIVERISTY OF HAWAI’I AT HILO 
200 W. KAWILI STREET 
HILO, HI  96720-4091 
 
I understand the purpose of the above release of information to the Office of ADA/504 
Off ice of the University of Hawaii at Hilo will be held strictly CONFIDENTIAL. I 
further realize the information will help my educational assessment plans at UH Hilo. I 
have had an opportunity to ask questions and am satisfied with the reason and purpose for 
permission is given. 
 
This consent form if valid from____________________to______________________ 
 
 
_______________________________________/______________/_________________ 
Signature of Student     Date  Social Security 
 
 

 
________________________________________ 

        Parents or Guardian’s 
        Signature for Minors 
 
 


