
PARENT  RECORDS REQUEST 

Authorization for Release of Confidential Information 
Office of Learning Support Services 

960 Pine Street NE, Conyers, Georgia 30012 
PH: 770-860-4231

FAX: 678-658-3152

ELIGIBILITY REPORT 

REDETERMINATION-RE-EVAL 

Parent Signature: _______________________________     Date:________________

Parent Name: _____________________           Date of Request :________________

Requesting documents for:

Student Name: ______________________________    Date of Birth:_________________

Place a check next to the document(s):

IEP – MOST RECENT 

PSYCHOLOGICAL EVALUATION 

OTHER:______________________

            

_________________________________________
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