SHAPE ELEMENTARY SCHOOL

OFFICE OF THE REGISTRAR

UNIT 21420  

APO  AE  09705
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NAME OF STUDENT(S)


DATE OF BIRTH
ATTENDED YOUR SCHOOL

(Last, First, MI)



(DAY/MONTH/YEAR)
Withdrawal Date
Grade  _________________________________________________________________________________________________
________________________________________________________________

________________________________________________________________

1. The student(s) identified above has/have enrolled in our school.  Please send the academic record card(s), cumulative folder(s), and if any exist, special education record(s).

2. In accordance with the provisions of the Family Educational Rights and Privacy Act of 1974, listed below is the written authorization for release of records and files for the above named student(s) to the school shown above.

I do hereby request and authorize the release of records and files for the above named student(s) to the school shown above.

________________________________________________  ___________________________

Signature of Authorizing Agent (Parent or Guardian)


Date Signed


Nicole DELBART, Registrar

____________________________________________________________  __________________________________

Typed/Printed Name of Requester (School Personnel)


Signature






Name & address of previous school:


________________________________________________


FAX:




















