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   Windsor County Partners  Mentors for Youth

Permission for Release of Information*

The purpose of this form is to assist Windsor County Partners in:


1. Determining the child’s eligibility and priority of placement for the program.


2. Making a successful match between the child and an adult volunteer.


3. Providing ongoing support to the partnership.

PLEASE CHECK WHAT INFORMATION YOU WILL ALLOW TO BE SHARED AND WITH WHOM

I, ​​​​​​​​​​​​​​​​​​​​​____________________________, am the parent/legal guardian of ___________________________ .
1. I give permission for the following (please check) to release information to Windsor County Partners’ program coordinator

____ school counselor  ____ teacher  
____ other (Name and phone number ____________________________________________________)

____ caseworker (Name and phone number_______________________________________________)    

____ therapist (Name and phone number_________________________________________________ )  

2. I give permission to Windsor County Partners mentoring program to release information to my child’s

  X  mentor    ____ guidance counselor      _____ therapist    ____teacher

3. I give permission for my child’s mentor to release information to:

  X  Windsor County Partners program coordinator  

4. Information shared may include: 

___ grades   _____ social/behavioral information    _____ health information  
___ homework information   Other ________________________________________________________

This release of information expires upon termination of my child’s Partnership in Windsor County Partners’ program.  I understand it may be revoked by me at anytime by making a request, in writing, to Windsor County Partners.  I also understand that any information exchanged under this agreement will be kept strictly confidential.













Print name of parent or legal guardian: ___________________________________________________
Sign name: ________________________________________________  Date:_____________________


Windsor County Partners Program Coordinator’s Name: 
______________________________________________________________________________________


Referral sources, please keep a copy for your files, provide the parent with a copy and send the original with the referral form to: 
Windsor County Partners  
PO Box 101  
Windsor, VT  05089
If you have questions, call 802-674-5101 or email: info@wcpartners.org.  
Thank you!  

*A photocopy of this release is as valid as the original.
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