
AUTHORIZATION FOR RELEASE OF INFORMATION 

To: ____________ __ _ RETURNTO: 
\h/arm Springs Vocational Rehabilitation Program 

PO BoxC 
Warm Springs, OR 97761 
Attention: _______________ _ 

___ l hereby requert and aut horize you to release t o t he Warm Springs T ribal Vocational Rehabilitation Program the 

following information that you have pertaining t o me. 

___ l hereby request and authorize the Warm Springs Tribal Vocational Rehabilitation to release to you the 
following types of information which it has pertaining to me. 

THIS CONSENT TO WRITTEN REVOCATION AT At•NTIM.E EXCEPTTO THE EXTENTTHAT ACTlON HAS SEEN T/l.KEN THEREON 
Date of Consu mer Consumer Date of Consumer Consumer 

lnformation Authoriz2tion lnrtials 
lnformatlon Authorization lnrtials 

School Transcripts Native Blood Quantum 

Other Academic lnformation Employment Records 

Psychological Testing Financial lnfonn2tion 

Psychologica l Evaluations Or'egon State Service 

Vocational Rehabilitation 
' 

Medicel Records/Reports Substance Abuse 

' 
Treatment Program 

Hospital Records Other (specrfy): 

(Optional): b 

THIS RELEASE O F INFORMATION W ILL EXPIRE WITHOUT EXPRESS REVOCATION ON ________ _ 

(Give specific d at e} Con_su mers lnit ial: ____ _ 

Consumers ·Full Name (Printed) Parent or Guardian Full Name (Printed) 

Consumers Social Security Number Parerit or Guardian Signature 

Consumers Date of Birth Witness Signature 

Consumers Signature Vocational Rehabilitation Counselor Signature 

Date Signed Date Signed 

* tf Consumer isa rriinor, the Signature of a parerit or·guardian is required . . 
** Jf unable to write his/her na me, ·consu mer should enter an ,;X„ or othermark; the signatures of two witnesses are required 

1 understand that my records are protected under Federal Confidentiality Regulations (42 CFR, part 2) and cannot be disclosed 
wühout m\' written consent uniess otherwise provided for in the regulations. 


