VDSS MODEL FORM
ADULT CARE FACILITIES

AUTHORIZATION TO RELEASE CONFIDENTIAL INFORMATION

l, , authorize

(Name of Resident or Day Care Participant/Per sonal Representative) (Name of Facility)
to release the following information:
1
2.
3.
4,

from the record of

(Name of Resident or Day Car e Participant)
to:

(Name)

(Address)

(Signatureof Resident or Day Car e Participant/Per sonal Representative)

(Date)

THISAUTHORIZATION MUST BE COMPLETED EACH TIME
CONFIDENTIAL INFORMATION ISTO BE RELEASED.
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