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PREVIOUS EDITIONS ARE OBSOLETE
Authorization for release of Confidential Information 
Authority:  Derived from 5 USC 301 Department Regulations. Principal Use:  For ACS Staff to determine all services available and offered to the client. Routine Use:  Primarily for internal use by the ACS Staff and, in case of referral, use by other professional staff. Disclosure:  Disclosure of information is voluntary; however, services may not be provided without needed information.
Sponsor's SSN:
2.  I, the undersigned, have read the above and authorized the Fort Sill EFMP to disclose the information in my Family  Member's EFMP Summary Report and Respite Care application to the EFMP Respite Care Panel, and the DFMWR/Garrison Commander as needed, to determine my eligibility for EFMP Respite Care.  I understand that disclosure of health information to a party other than members of the EFMP Respite Care Panel or the DFMWR/Garrison Commander is forbidden without additional authorization on my part.  I understand that I have the right to revoke this authorization at any time.  My revocation must be in writing and provided to the Fort Sill EFMP.  This authorization will expire in 12 months from the date of this release.
WITNESS
Street Address:
City/State:
Zip Code:
Telephone:
Sponsor's Full Name:
Name of Exceptional Family Member (EFM):
EFM Date of Birth:
DATE
SPONSOR/PARENT/GUARDIAN SIGNATURE
DATE
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