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( ASC Nutrition Services
PERMISSION FOR RELEASE OF INFORMATION
I, the undersigned, ____________________________, authorize the Registered Dietitian, Nutrition Services of ASC to release/receive all pertinent information about diagnosis/dietary prescription/accommodations to/from any of the following persons/offices that I have initialed:

(initial those that you approve)
___   Cortland Dining Staff 

​​​___   ASC Office 
___   Counseling and/or Health Services, Student Disability Services
___   Residential Services 
___   My Doctor/Office 
___   My Dean, Associate Dean and/or the Vice President of Student Affairs

___   Parent/Guardian

___   Other_______________________

This information will be used for the purpose of coordinating reasonable accommodation that may be appropriate for my special nutritional needs.
The information released is considered confidential.  It is intended for use by the person or department listed above for the benefit of the undersigned.  The person or department will not provide additional disclosure of the information without the written consent of the undersigned.







Signed_____________________________







Date   _____________________________
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