	Send Records to:
     
 
	Department of Workforce Development       State of Wisconsin

Division of Vocational Rehabilitation

Authorization for Release of

Confidential Information


	Person or Organization Authorized to Release Records:

     

	Name and Address of Subject of the Record:

     
Date of Birth:
     
IRIS Number:
     

	This form is voluntary and you are not required to give us personal data but DVR may need these records before we can provide services to you.  Records include verbal and written information.  DVR routinely shares data with the Social Security and Worker’s Compensation programs.  DVR also has agreements to share data as permitted by state and federal law.  If records involve diagnosis or treatment of mental illness, developmental disabilities, alcohol abuse or drug abuse, you have the right to inspect and receive a copy of those records except for medication and somatic treatment.  This right may be denied by the facility treatment director or designee in some circumstances.  Reasonable fees for copies are allowed.  If you need help to complete this form, ask the person who gave you the form or call DVR at 1‑800-442-3477 (Voice) or 1-888-877-5939 (TTY).


Please check the appropriate box(es) below to indicate which records should be released.

	 FORMCHECKBOX 

	Medical Records including records of general health and of diagnosis or treatment of alcohol or drug abuse treatment, mental illness, or other mental impairment and HIV/AIDS treatment.  Include the physician's signature and dates for diagnosis, treatment, and prognosis.       

	 FORMCHECKBOX 

	Educational Records (including transcripts and school psychologist’s report documenting impairment).       

	 FORMCHECKBOX 

	Financial Information (including student financial aid packages).       

	 FORMCHECKBOX 

	Psychological Testing (including vocational evaluations).                           

	 FORMCHECKBOX 

	Social History.       

	 FORMCHECKBOX 

	Employment Records.       

	 FORMCHECKBOX 

	Job Placement/Development Information for the purpose of securing employment:
 FORMCHECKBOX 

Job applications and resumes.
 FORMCHECKBOX 

References.
 FORMCHECKBOX 

Contact me before sharing information with the following employers or service providers (list 'all' or any employers or service providers where you want to be contacted before sharing information).        


	 FORMCHECKBOX 

	Other records listed here.  Attach additional sheets if needed.  Individual must sign and date attachments.

     

	Purpose For This Request And Limits Of This Authorization:

     

	If you have questions, call the sender.  My signature is authorization for release of the records specified above.  I understand that I may revoke this authorization, in writing, at any time except to the extent that information was released as a result of this authorization.  Unless revoked, this authorization remains in effect until the time stated below.  No further release of these records is authorized without my informed written consent except as provided by 34 CFR 361.38 and s. DWD 68, Wi. Adm. Code.  If no expiration date is specified, the authorization expires one year after the date it was signed.

A photocopy or facsimile of this Release of Information Request is as valid as an original.  

	I understand I have the right to receive a copy of this release of information, the right to refuse to sign this release of information, the right to withdraw this release of information at any time, and the right to inspect a copy of the information obtained by this release of information.

	This authorization expires on this specific date
	     

	This authorization expires when this specific action occurs
	     

	Consumer Signature (or Signature of Guardian if under 18 or court appointed) 


	Date Signed

	If you are not the subject of the record, what is your relationship to the subject?
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