CONFIDENTIAL RECORDS RELEASE/AUTHORIZATION

I, 
        






_____________________________
, 

                      (First Name  or Organization)                                                                         ( Last Name)
Birth Date 
     

, Social Security Number    ____



, 

OF   















AUTHORIZE 
  ​​​​​​​​​​​​​​​​​​​​​​​​​​___________________ __    its directors, designee and/or records departments to release/exchange information from my records to the following:

1.  The specified type of information I wish shared includes: 
Benefits history and current benefits received ________________________________________________________
2.  The purpose of this disclosure is to: 

Coordination of earned income and DHS, SSA benefits for                                                            work incentive benefits counseling                                                                                                                


3.  This consent may be revoked at any time. It shall be valid no longer than is reasonably necessary to

     accomplish the purpose for which it is given.

4.  Unless expressly revoked by me, this consent expires under the following conditions: 

A. Date: 

___________________


B. Event: 




______
Individual’s signature: 
________________      

Date signed: 
_____________     
Witnessed by: 







