
WRITTEN CONSENT FOR RELEASE OF PERSONAL INFORMATION IN POSSESSION OF: 

CDO               OVR           WIOA  

Name of  Individual   SSN 

Address 

I hereby give my informed consent for the release of the documents listed below in possession of the above 

identified agency (“lead agency”) that contains my personal information: 

Requesting agency or workforce partner to whom information is to be 

released:_ 

Reason information is necessary for the requesting agency or workforce partner’s program: 

  

 

 

     ___________________________________          _________________________________________  

        

 

     ___________________________  

 

 

    

   

     _____________________________________________________________________________________  

 

 

 

     _______________________________________________________________ 

 

  

     _____________________________________________________________________________________ 

 

 

 

 

 

  

 

 

   

   

 

 

_________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

I understand that the documents disclosed pursuant to this release will be used only for the reason for which it is 

being provided to the requesting agency or workforce partner. 

I further understand that written medical, psychological, or other information, which the lead agency believes 

could be harmful to me shall not be released directly to me by the requesting agency or workforce partner, but 

may be provided to me through a representative, a physician, or a licensed or certified psychologist. 

I further understand that personal information obtained by the lead agency from a third party agency or 

organization shall be released only by or under the conditions established by the third party agency or 

organization. 



I  further understand that Unemployment Insurance records and Trade Adjustment Assistance for Workers 

records may not be disclosed pursuant to a release.   

This consent for release  of personal information will expire  on (not to exceed 180 days) from the  

date of my signature.  

Signature            Date             

 

 

     ______________________________           __________________________________  

                                     

 

 

 

 __________  

PROHIBITION ON REDISCLOSURE: This information has been disclosed to the requesting agency or 

workforce partner from records whose confidentiality is protected by state  and/or federal law. State and/or 

federal law prohibits the  requesting agency or workforce partner from making any  further disclosure  of this 

information except with the specific  written consent of the person to whom it pertains, or under the  conditions 

from which it was originally obtained. A general authorization for the release of medical or other personal 

information if held by  another party is not sufficient for this purpose.  
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