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AUTHORIZATION TO OBTAIN CONFIDENTIAL INFORMATION 

PERMISSION FOR RELEASE OF WRITTEN RECORDS AND/OR INFORMATION

Participant Name: _____________________________ SS#: __________________ DOB: ____________

I acknowledge that by signing this form, I am authorizing the South Florida Workforce staff to obtain confidential information, which may include information related to a minor child (if applicable).  This release is a voluntary consent to allow SFW staff to enter into ongoing discussion(s) with one or more of the below named person/employer/agency(s).  

I authorize South Florida Workforce staff to obtain confidential information from the following person, employer and/or agency (participant to place initials next to all applicable agencies/persons):

_____ Protected health information -Agency Name: _________________________________________________


_____ Public assistance records - Agency Name: ___________________________________________________


_____ SFWIB Partners – Name: ________________________________________________________________


_____ School district records/information/documentation -Name: ______________________________________


_____ Vocational rehabilitation assessment/evaluation tools - Agency Name: _____________________________


_____ Employment/employer information/records - Name: ___________________________________________


_____ Social security number(s)


_____ Date of birth(s)


_____ Telephone number(s) 


_____ Other (please specify):   ____________________________________________________________________




(Provide additional sheet if necessary)

This information/records will be used for: _______________________________________________________________

I herewith release any person, agency or institution from any and all liability to me for supplying such information.  I authorize South Florida Workforce staff to receive and release information from the agency(s) indicated above for the purpose of evaluating the SFW sponsored programs.  I understand that the information obtained will be shared and used for assessing, planning and facilitating the delivery of services for my benefit.  

This authorization for the release of information shall be effective on the date of signing and shall remain in place and in full effect until the expiration date indicated below.  I further acknowledge receiving a copy of this authorization to release.

This release will expire four (4) years from the date of signing unless revoked earlier by the participant.  A four-year expiration date is required in order to receive employment information. This authorization/release expires on: ____________________________.

 Signature: ________________________________ Date: ______________________

                       Participant  

Signature: ________________________________ Date: ______________________


          Parent/Guardian

Signature: ________________________________ Date: ____________________ 

                 Authorized SFW Staff

Service Partner: __________________________ Address: ______________________________ Telephone #: _____________

All information contained in this request is confidential and will be used solely for the purpose(s) of evaluating and assisting SFW to provide appropriate services to the customer.  All customer information, whether verbal or written, is considered confidential.  This includes, but is not limited to: any personal documents photocopies or originals (birth certificates, driver license, social security card, etc.), information and data contained in the customer case management files, results of testing and assessment tools and any documents/information obtained from another agency.

WIA_____   TCT_____   TANF_____             ISY_____   OSY_____           SUMMER_____   YEAR ROUND_____
