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Consent for Release of Information 

Resident Name: ________________________________________________________  
 First Middle Maiden Last 

Social Security Number:  ______________________  Date of Birth:  ______________  

Consent for Service Coordinator to Disclose Information 

I authorize the Service Coordinator at  _______________________________________  to 
disclose the following information __________________________________________  
To the following person or organization ______________________________________  
The purpose of this disclosure is to _________________________________________  

Consent for Service Coordinator to Receive Information 

The Service Coordinator at  _______________________________________________  is 
authorized to receive information pertaining to benefits or services provided to me by the 
following person or organization ____________________________________________  
 _____________________________________________________________________  
This information will be used to ____________________________________________  

This authorization will remain in effect for one year, and expires on  ________________  

I understand that the use of this information is strictly confidential and that it may only be 
shared with those agencies and/or individuals who have a need to know such information 
as required by law, or as provided in this Release.   
I also understand that I have the right to revoke this consent at any time without negative 
consequences being imposed on me by the service coordinator or management. 

Resident Name Printed: ________________________________  
Resident Signature: ___________________________________  Date: _____________  
Service Coordinator Signature: __________________________  Date: _____________  

I,  ________________________ , revoke this authorization of confidential information. 

Resident Signature: ___________________________________  Date: _____________  
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