


Release of Information 

I, ___________________________________________, hereby authorize and request that the SLU LAW Disability 

Services personnel be able to release and/or obtain all confidential information required in the course of the 

evaluations and treatments of my disability. This information is to be used solely for the purpose of providing academic 

accommodations. I give Disability Services personnel my permission to speak with the following people on my behalf 

without my need for additional consent: 

By marking the following boxes


