
 
 

 

 

Information Release Form 

 

Permission to Release Information Regarding a Learning Disability 

and/or other Medical/Psychiatric Disability  

 

Name of Student __________________ 

Semester/Year ____________________ 

 

 

 In order to have the necessary modifications provided to facilitate my 

learning, I hereby give permission to __________________ to share 

information (including test reports) about my disability with Plymouth 

Academic Support Services.  Please forward this information to: 

 

Plymouth Academic Support Services 

Speare 220 MSC #9 

Plymouth State University 

Plymouth, NH 03264 

Attention: ________________________ 

 

  

 

      

      _____________________________ 

      Student signature 

 

      ______________________________ 

      Date 


