
 
 
 
I, ________________________________________________ Date of Birth: ________________________  

Authorize Continuum Care Center to:  o Obtain from and release to (Records/Information) 

Contact Name: ____________________________ Agency: ____________________________________  

Phone#: ___________________________________ Fax#: ______________________________________  

Purpose of the Request: 

o To assist with obtaining, maintaining, and sustaining housing  

Records/Information to be Released/Obtained: 

o Chemical Dependency/Mental Health Assessment/History/Evaluation 

o Collateral Contact 

o Identification/financial and other vital information 

o Other: ______________________________________________________________________________  

I understand that this information about me is protected under state and /or federal privacy  
law (42 CFR part 2) and cannot be disclosed without my signed authorization. I voluntarily and  
knowingly waive these protections of this information and consent to its release. I understand  
that I may submit a written request to revoke this consent at any time and revoking this  
authorization does not apply to information that has already been disclosed. 

I also understand that if not previously revoked, this release will terminate automatically  
without yours or Continuum Care Center’s expressed revocation on (date) _____________ 20 ______,  
one year from date of signature. 

____________________________________________________ ___________________ __ 

Signature of Participant  Date  

 

____________________________________________________ ___________________ __ 

StaW Signature Date   

 


