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Office of Student Services Authorization Form
for the Release of Medical & Service Records



I authorize my physicians, or other health care professionals to release copies of my medical and service records having to do with my condition to Mrs. Ozlen Keskin, Director of Student Services at American Islamic College, located at 640 W. Irving Park Rd, Chicago, IL. 60613. 

I authorize those parties to answer any questions regarding these records, my condition, and/or treatment as requested by Mrs. Keskin. I understand that such questions are asked for the purpose of evaluating my condition to provide the College with relevant information, in order to determine my qualification for disability, as well as, any suitable accommodations to be made. I understand that this information may be shared with parties involved in providing the accommodations, such as, but not limited to, members of the College’s Administration and Faculty. 

I understand that if I do not authorize this agreement, then the College may not be able to process my request for Disability Accommodations.


Student Name (printed): __________________________Date: _________


Student Signature: ______________________________Date: __________
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