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	MISSOURI DEPARTMENT OF HEALTH AND SENIOR SERVICES

DIVISION OF SENIOR AND DISABILITY SERVICES

AUTHORIZATION FOR RELEASE OF GENERAL INFORMATION

	TO:                 

                           
	      

     
     
     
      

                         

	RE:
	     
	Date:
	     

	 FORMCHECKBOX 

	I hereby authorize the above named individual or agency to release the following information to the Missouri Department of Health and Senior Services, Division of Senior and Disability Services or any authorized employee of the department:

	     

	 FORMCHECKBOX 

	I authorize the Missouri Department of Health and Senior Services, Division of Senior and Disability Services or any authorized employee of the department to release the following information to the above-named individual or agency:

	     

	This form does not authorize the release of Protected Health Information (PHI) pursuant to the Health Insurance Portability and Accountability Act of 1996 (HIPAA) nor does it authorize the release of information by financial institutions such as banks or lenders as provided by Sections 408.675 through 408.700, RSMo.

	I, the undersigned, authorize the Missouri Department of Health and Senior Services to secure and/or release this information:

	     A)   FORMCHECKBOX 
 one time only                B)   FORMCHECKBOX 
 for a time limited to      

	The Missouri Department of Health and Senior Services may obtain or share the above information in accordance with its investigatory and protective services authority.  See sections 660.260 and 660.265, RSMo, and section 660.261, RSMo Supp. 2004.



	

	SIGNED
	WITNESSED BY

	
	

	ADDRESS

	     

	DATE

	

	GUARDIAN/CONSERVATOR/POWER OF ATTORNEY FOR:

          (CIRCLE APPLICABLE RELATIONSHIP)

	     


MO 580-2819 (3-06)                                                                                                             







                  DA-17  
