
Consent To Share Information 

Student Number 
First Name 
Middle Name 
Surname 
Date of Birth 

I give my permission for Colchester Institute to share my information with 
the following person: 

Full Name 
Relationship to you 
Contact Number 
Email Address 

Information to be shared (please tick/specify) 

Attendance 
Contact Details 
Achievement 
Course Details 
Course Fees 
All Records 
Other Please Specify 

Please specify how long you want to give permission for us to share 
your information:  

• Current Academic Year

• Other End Date

Signature: _______________________ Date: 

_________________________________________________________ 
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