
 

USE SPACE ONLY IF CLIENT WITHDRAWS CONSENT 

   
 

             (Date this authorization is revoked)  (Student signature) 

 
 

 

 

 

 

AUTHORIZATION TO RELEASE INFORMATION ï (MUST BE COMPLETED IN FULL) 

I,  
              Please Print Legal Name 
 

Birth Date:  KSU ID#  
 

hereby request and authorize Kennesaw State Universityôs Counseling & Psychological Services (CPS) 

and/or the Center for Young Adult Addiction and Recovery (CYAAR) to 

Check all that apply:   


