Ofice of Nousing Client Authorization

oy o rginia 22314 COVID-19 Emergency Rent Relief
Alexandriava.gov/housing Assistance Progrom

| understand that different agencies provide different services and benefits. Each agency must have specific
information to provide services and benefits. By signing this form, | allow agencies to use and exchange certain
information about me, including information in an electronic database, so it will be easier for them to work
together efficiently to provide or coordinate these services or benefits.

I , am signing this form for
(Full Printed Name of Consenting Person Or Persons) (Full Prinfed Name Of Client)

Client Address
Client Age
My relationship to the individual is OSeIf O Parent Other Legally Authorized
. Representative
O Power of Attorney O Guardian

| want the following confidential information about the individual to be exchanged:

|:| Assessment Information |:| Educational Records |:| Financial Information

I:l Benefits/Services Needed, Planned, and/or Received |:| Employment Records |:| All the Above

I want the Office of Housing and the following entities to be able to use and exchange this information among themselves:

D Alexandria City Public Schools |:| ADCHS, Center for Adult Services

I:l Alexandria Court Service Unit |:| ADCHS, Center for Children and Families, Child Welfare

I:l Alexandria Health Department I:l ADCHS, Center for Children and Families, Child Behavioral Health

I:l Alexandria Police Department I:l ADCHS, Center for Children and Families, Domestic Violence/Sexual Assault
|:| Family Assessment & Planning Team |:| ADCHS, Center for Economic Support

|:| Landlord/Property Manager Local |:| Alexandria Redevelopment and Housing Authority (ARHA)

|:| Health Department I:l Alexandria Emergency Financial Providers

|:| Other

| want this information fo be exchanged only for eligibility purposes and information can be shared by the following
means (check all that apply): DWri’r’ren In Meetings or By Phone |:| Computerized Data |:|Foxed

This authorization is effective and is good until: OMy service caseis closed O Other:
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| can withdraw this authorization at any fime by telling the referring agency. The listed agencies must stop sharing information
affter they know my authorization has been withdrawn. | have the right to know what information about me has been
shared, and why, when, and with whom it was shared. If | ask, each agency will show me this information. | want all agencies
to accept a copy of this form as valid consent to share information. If | do not sign this form, information will not be shared,
and | will have to contact each agency individually to give information about me that is needed. However, | understand
that tfreatment and services cannot be conditioned upon whether | sign this authorization. There is a potential for information
disclosed pursuant to this authorization to be re-disclosed by the recipient and not be subject to the HIPAA Privacy Rule.

Signature (Authorizing Person(s) Date

Person Explaining Form
Name Address Phone

Witness, if required

Signature Address Phone

| understand that | may revoke this authorization at any time by notifying in writing. Revocation will not apply
to records already furnished in reliance upon this authorization. | understand that any disclosure of information
carries with it the potential for an unauthorized re-disclosure and that information may not be protected by
federal confidentiality rules. | understand that the consent extends to information placed in the consumer
record after the consent was given but before it expires. | understand that certain records are protected by
the Federal Drug & Alcohol Confidentiality Regulations (42 CFR, Part 2). If these records are protected by 42
CFR, Part 2, a recipient is prohibited from making any further disclosure of this information unless expressly
permitted by my written authorization, except as otherwise permitted by the Regulations.

Signature of Authorizing Person(s) Date

For Office Use Only

Authorization is O Revoked in entirety O Partially revoked Date Received

Notfification given O Written O Phone Received By
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