Westchester County DCMH Shelter Plus Care 

General Release of Information

This form authorizes release of medical and financial information. You may choose to release just your medical information, just your financial information, or both.

Name of person whose information will be released:

__________________________________________

Reason for release of information:

________________________________________________________________________

________________________________________________________________________

Name and address of Agency/ Person to be given medical/ financial information:

________________________________________________________________________

________________________________________________________________________

My questions about this form have been answered. I know that I do not have to allow the release of my medical and/ or financial information and that I can change my mind at any time and revoke my authorization by writing the agency/ person obtaining this release.

Signature____________________________________
Date_________________

Print Name__________________________________

