
FERPA 
AUTHORIZATION TO RELEASE INFORMATION FROM ACADEMIC RECORDS 

(*Required) Incomplete forms cannot be processed. 
Please Print Clearly or Type All  Information 

TO BE COMPLETED BY STUDENT: 
Pursuant to the provisions of the Family Educational Rights and Privacy Act of 1974, as amended (FERPA), I give my 
consent to authorized representatives of the University of Central Arkansas for the release of my academic records and 
any and en  of Person Authorized to 

Receive Academic Information  

Effective:(circle)  Fall Spring Summer 

Year: 

Relationship to Student: 

Student Name Name 

ID Number 

Student Signature Date 

Address 

City State Zip 

TO BE COMPLETED BY PERSON(S) AUTHORIZED TO RECEIVE ACADEMIC INFORMATION: 
In accordance 


	FERPA
	Effective:(circle)  Fall Spring Summer Year:


	Year: 
	Student Name: 
	ID Number: 
	Relationship to Student: 
	Name: 
	Address: 


