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EDUCATION RECORDS RELEASE
OFFICE OF THE REGISTRAR - TRANSCRIPTS
P. O. Box 1570

State University, AR 72467-1570

Fax (870) 972-3843 Phone: (870) 972-2919 
Authorization to Release Education Records

Student Information
	Print Name:
	______________________________________

	
	

	Student ID or Social Security Number:
	________   ________   ________


	Date of Birth:
	________   ________   ________


Pursuant to the Family Educational Rights and Privacy Act (FERPA), I hereby authorize the Arkansas State University Registrar’s Office to release my education records to the following persons:

Name:
Address:

I understand that upon receipt of this executed release, the Arkansas State University Registrar’s Office may provide copies of all my education records including my transcript, test scores, evaluation reports, letter of good standing, or any other education records as defined by FERPA to the person or entity listed above.  I hereby give my consent to the release of my education records and direct the Arkansas State University Registrar’s Office to make disclosure as indicated above.
Signature:

Date:
