Disclaimer

This sample form is being provided by the Coalition on Homelessness and Housing in Ohio (COHHIO) for personal use.  It is COHHIO’s intent that those using this form will adapt it to meet your individual organization’s needs. It is the responsibility of the organization using this sample form to ensure that it is revised to meet current program requirements.

The content, organization, graphics, design, compilation, and any other matters related to this sample form are not subject to copyright.  COHHIO offers this sample form for the purpose of building capacity of homeless and affordable housing agencies to meet the documentation requirements of various programs.  

REQUEST FOR AND CONSENT TO RELEASE INFORMATION
JOB AND FAMILY SERVICES

	Name:
	DOB:
	SS#:

	Name:
	DOB:
	SS#:

	Name:
	DOB:
	SS#:

	Name:
	DOB:
	SS#:

	Name:
	DOB:
	SS#:

	The above-named client(s) is/are participating in  _________________________ supportive housing program. In compliance with federal regulations, the program needs to report the value of all documented services match received by this client. 



	We appreciate you sending the requested information on the above named client(s) who may have received: 

· Child Care Assistance

· Child Support Services

· Disability Financial Assistance Program (Cash Assistance)

· Employment and Training Assistance

· Medicaid (Healthcare Assistance)

· Medicare (Healthcare Assistance)

· Ohio Works First (OWF Cash Assistance)

· Prevention, Retention, and Contingency Program (PRC Cash Assistance)

· State Children’s Health Insurance Program (SCHIP Healthcare Assistance)

· Supplemental Nutrition Assistance Program (SNAP Food Assistance)

· Transportation

· Unemployment Compensation
· Workforce Investment Act One-Stop Centers (WIA Employment and Training Assistance)

· Other: ______________________________________________________________________


	CONSENT FOR RELEASE OF REQUESTED INFORMATION

I authorize the release of ______________________ (Insert County Name Here) Jobs and Family Services information to: _______________________________________________ (Insert Agency Name). I understand that this Request for and Consent to Release Information – Job and Family Services shall remain in effect for 1 year past the date of my discharge from the housing program to allow for mandatory reporting.



	Participant Signature:


	Date:



	Witness/Agency Representative:


	Date:



	Please Return a Printout Showing A Dollar Amount For Services Received To:
Agency Name

Attention:

Address

City, State Zip

Email Address

Fax Number
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