
  
 

 

 

Consent for Release of Information to 

Disability Resource Center 

 

 
 

I,  , 
 

give my permission for 

 
  to 

release information pertaining to my disability. I understand 

that documentation of disability is necessary in order to 

determine eligibility to receive accommodations of 

Montclair State University. 

 
 

 
 

Student Name:    CWID:     

Address (street):      

(city)  (state)    (zip)   

Phone Number:   
 

 
Physician’s Name:       

Address (street):      

(city)  (state)   (zip)   

Phone Number:   
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