
 
AUTHORIZATION FOR RELAEASE OF INFORMATION 

 
Consumer:   __________________________________________  Date:  _______________   
 
Date of Birth:  _________________________  ID#:  _____________________________________ 
 
Releasing Agency:  _______________________________________________________________ 
 
Person Requesting Information:  ____________________________________________________ 
 
Address:   ______________________________________________________________________ 
 
City:  ________________________________________  State:  _________  Zip:  ____________ 
 
To obtain information from:  ______________________________________________________ 
 
Address:  _____________________________________________________________________ 
 
City:  ___________________________________ State:  ________________Zip:  ___________ 
  
The following type(s) of information from my records (and any specific portion thereof): 
______________________________________________________________________________ 
______________________________________________________________________________ 
 
For the purpose of:  _____________________________________________________________ 
 
All information I hereby authorize to be obtained from this agency will be held strictly 
confidential and cannot be released by the recipient without my written consent.  I understand 
that this authorization will remain in effect for:  
 
  ⁯ One year  
 
____________________________________________                  _____________________ 
      Signature Consumer/Responsible Party                                Date 
 
_____________________________________________  ____________________ 
Signature of Witness        Date 
 
        USE THIS SPACE ONLY IF CONSUMER WITHDRAWS CONSENT 
 
________________________________________         _________________________________ 
Date this consent is revoked by Consumer   Consumer/Responsible Party 
 
 

 


