AUTHORIZATION FOR RELEASE OF CONFIDENTIAL INFORMATION

POLICE/CRIMINAL RECORD CHECK

To be completed by ALL adults over age 18 in the home.

Family Name you are providing care for:________________________
NAME        (Last)                                        (First)                                                (Middle)

ADDRESS



CITY


STATE:


ZIP:
SOCIAL SECURITY NO.                    DATE OF BIRTH                      PLACE OF BIRTH

PHONE:_________________________
I understand that it is necessary that an investigation of my background be conducted to verify the presence or lack of any past violations of law.

I understand that the purpose of this check is to protect myself, the adoptive/foster child, and the Erie County Department of Job and Family Services by establishing that I have a good reputation and record within my community.

I hereby give my consent for this information exchange and authorize the Erie County Department of Job and Family Services to contact either local or state police or sheriff departments or courts in this or another state to gain this information.

I understand that this release will remain in effect until    90 Days from signature.  
                                           (Specify date, event, or condition upon which it will expire - WITHIN 180 DAYS)
unless revoked by me in writing prior to that date. 
                                                                                              

SIGNATURE








DATE

CASEWORKER NAME                  






 DATE

Residence over the last 10 years:

City:



State:


County:


Year

______________________________________________________________________________
______________________________________________________________________________
ERIE COUNTY DEPARTMENT OF JOB AND FAMILY SERVICES

221 West Parish Street

Sandusky, Ohio  44870
http://www.erie-county-ohio.net/jfs/welcome.htm
Director, 

Karen Balconi Ghezzi, Esq. 
 Phone: (419) 626-6781         Fax:    (419) 626-5854
RE:___________________________________

In accordance with OAC 5101:2-42-18 that requires all adults involved in a relative home study to identify prior Children Services Involvement:

[    ]
I do not have prior Children Services Involvement.

[    ]
I have past involvement with Children Services Involvement with the following agencies and reasons:

NAME        (Last)                                        (First)                                                (Middle)

ADDRESS



CITY


STATE:


ZIP:
SOCIAL SECURITY NO.                    DATE OF BIRTH                      PLACE OF BIRTH


Signed:  ______________________________________


Date: 
_______________________________________

ERIE COUNTY DEPARTMENT OF JOB AND FAMILY SERVICES

221 West Parish Street

Sandusky, Ohio  44870
http://www.erie-county-ohio.net/jfs/welcome.htm
Director, 

Karen Balconi Ghezzi, Esq. 
 Phone: (419) 626-6781         Fax:    (419) 626-5854


AUTHORIZATION FOR RELEASE OF INFORMATION
The  Ohio Department of child welfare/ Erie Co. PCSA     is hereby granted permission to release to:

Erie County Department of Job and Family Services

221 W. Parish Street

Sandusky, OH   44870
Information regarding prior PCSA involvement in accordance with OAC 5101:2-42-18 (7) regarding:

___________________________________
D.O.B. ______________________

   (Print or type full name of client/patient)
Purpose or need for disclosure:



Specific information to be disclosed:

Relative home study




Prior Children Services Involvement

This consent to disclose may be revoked by me at any time except to the extent that action has been taken in reliance thereon.

This consent (unless expressly revoked earlier) expires on:



WITHIN 90 DAYS of Signature on Bottom of this form

As required by Section 2.32 (a) - Prohibition of Redisclosure - Rules.

“This information has been disclosed to you from records whose confidentiality is protected by Federal Law.  Federal regulations (42 CFR Part 2) prohibit you from making any further disclosure of it without the specific written consent of the person to whom it pertains to or otherwise permitted by such regulations.  A general authorization for the release of medical or other information is NOT sufficient for this purpose.”
______________________
________________________________

DATE SIGNED:


SIGNATURE OF CLIENT 
_______________________________

__________________________________
WITNESS:




Relationship:

RE:________________________________
