
 

 

 
 

 

 

 

 

 

  

 

Release of Records Incoming Students 

 

Student Name: ________________________  DOB: ____________________ Grade: _______________ 

Address: ________________________________________________ 

        ________________________________________________ 

 

       

Previous School: _____________________________________     Phone: ___________________________ 

Address: ________________________________________      Fax:      

       ______________________________________, ____________   ___________ 

 

Dates of Attendance:   From: ______________________   To: __________________ 

 

 

 

I give permission for North Stonington Public Schools to receive the following records as applicable: 

  
____ Educational Records 

____ Grades to Date of Withdrawal 

____ Health Records 

____ Attendance Records 

____ Standardized and State Testing 

____ Special Education Records 

____ Student Assessment Team Records 

____ Educational & Psychological Evaluations 

____ Discipline Records 

____ Verbal Consultation 

 

 

 

 

 

 

 

 

__________________________________________________ 

Parent / Guardian Signature   Date 
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