
AUTHORIZATION TO REQUEST AND RELEASE CONFIDENTIAL 
INFORMATION 

Name of Student: ______________________________________________________ 
Birthdate:_____________________________________________________________ 
Age:__________________________________________________________________ 

To: (Last School Attended)   
____________________________ 
____________________________ 
____________________________ 
____________________________ 

I hereby authorize the release to and from the Foothill Progressive Montessori School 
and Academy, Inc. of any information of an academic, medical, and psychological nature 
on the above child.  I understand that this information will be kept confidential and will 
be used for professional reasons only. 

Date:__________________ 

Signed: ___________________________________ 
Relationship to Child:________________________  
Witness: __________________________________ 
Official Title: _______________________________ 

Return Records to: 
Foothill Progressive Montessori School and Academy, 
Inc. Attention:  Shamalie Goonewardene
4526 Indianola Way 
La Canada, CA 91011

F. P. M. A. 

Foothill Progressive Montessori School and Academy Inc. 
4526 Indianola Way, La Canada, CA 91011   Telephone: 1-818-952-0129 

Website:  www.foothillprogressive.com
Email: foothillprogressiveschool@gmail.com
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