
_ /__ _ /_____and whose Dominican Student ID number is: ________________ ;  

Compiled for the time period of ___________ to __________.  

 

The information is being requested for the purpose of________ ___________________________________.  

 

RECORDS TO BE DISCLOSED 
For a complete release of records, please initial Part I.  
For a partial release of records, initial exceptions in Part 2 or 3.  
 
Part 1. ______ All medical records, including records concerning any mental health and developmental disabilities, alcohol, and 
drug abuse records and HIV testing.  
 
Part 2. ______ All medical records excluding information pertaining to:  
 
______ Mental Health and Counseling      
Initials          
        

______ Health and Developmental disabilities       
Initials          
        
 

 

______ Alcohol and drug abuse records       
Initials          
 

______ HIV testing        
Initials   
 
Part 3. ______ Release Immunization Record only.   
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