OCFS-3445 (7/2012)
NEW YORK STATE
OFFICE OF CHILDREN AND FAMILY SERVICES
COMMISSION FOR THE BLIND AND VISUALLY HANDICAPPED

CHILDREN’S PROGRAM

RELEASE OF CONFIDENTIAL INFORMATION
	Consumer Name:
	     


I hereby authorize the Commission for the Blind and Visually Handicapped (CBVH) to obtain or release the following information as necessary to effectively plan for and provide children’s services for my child. I can change my mind about this release, except for actions already taken with my permission, by telling CBVH in writing that I do not want any further information to be given out. My permission to release or obtain this information is only valid until  my child is no longer receiving CBVH Children’s Services. 
	Type of Information:      


	Purpose and reason information is needed:       


Person releasing this information:

	Title: 

	First Name:
	Last: 

	Street: 
	Suite/Apt.: 

	City:  
	State:
	Zip Code: 

	Agency: 


Person receiving this information:
	Title: 

	First Name:
	Last: 

	Street: 
	Suite/Apt.: 

	City:  
	State:
	Zip Code: 

	Agency: 


I understand that the specified information is privileged and confidential and for the exclusive use of those persons and agencies or facility employees involved in my  child’s rehabilitation program. 
	
	
	     

	CONSUMER SIGNATURE (PARENT/GUARDIAN IF MINOR)
	
	DATE


