
 

 

 

 

Release of Information 

                  Iyuha Acu Youth Services 
 

 

Name _______________________________________________________________ 

 

 

 

Release Information to : 

 

Name ______________________________________________________________ 

 

Address _____________________________ City ___________________________ 

 

State ______________________ Zip __________  

 

Telephone Number _________________________ 

 

 

What Information Do You Want To Be Shared _________________________________ 

 

______________________________________________________________________ 

 

______________________________________________________________________ 

 

 

Expiration Date  _________________ 20____  

 

 

Signature ___________________________________________ Date ______________ 

 

 

Staff Witness ________________________________________ Date ______________  

 


