Consent for Releaseof Information to
Disability Resource Center

give my permissionfor

to

releasanformation pertainingto my disability. |1 understand
that documentation of disability is necessaryn order to
determine eligibility to receive accommodations of

Montclair State University.

Student Name: CWID:

Address (street):

(city) (state) (zip)

Phone Number:

S3K\VLFLDQ:-V_1DPH

Address (street):

(city) (state) (zip)

Phone Number:




