Agency Letterhead

Michigan Works! 

Authorization for Release of Information

	Name:
	Address:
	DOB:


I, ______________________________, hereby authorize place agency/organization name here to Disclose and/or Obtain information pertaining to my treatment and care to the company, individual and/or organization listed below.
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OAKLAND COUNTY MICHIGAN WORKS! SERVICE CENTER

	Please check one location and use the information to send:
   Michigan Works Highland
2218 S. Milford Road

Highland, MI  48357

Kristina Kurtz

248-889-0410 ext 117

Bclancy@goodwilldetroit.org
	Michigan Works Oak Park
22180 Parklawn 

Oak Park, MI  48237

Sherry Kless

248-691-8437 ex: 2970

skless@m.org
	Michigan Works Troy
550 Stephenson Highway, Suite 400

Troy, MI  48083

Jillian Geyman

248-823.5126

jgeyman@troy.k12.mi.us

	Michigan Works Novi
31186 Beck Rd.

Novi, MI  48377

Kendra Giess

248-926-1820 ext. 121      

kkurtz@goodwilldetroit.org
	Michigan Works Pontiac
1850 N. Perry Street

Pontiac, MI  48340
Brooke Clancy

248-276-1777 ext.: 1744

bclancy@goodwilldetroit.org
	Michigan Works Waterford

4241 Steffens Road  

Waterford MI 48329

Maribel DelReal

(248) 682-3289

Delrem01@wsdmi.org 

	Michigan Works Southfield 
21415 Civic Center Dr., Suite 116

Southfield, MI  48076
Sylvia Korkis

248-796 4568

skorkis@cityofsouthfield.com
	For the purpose of:

 FORMCHECKBOX 
 Coordinating Employment Assistance

 FORMCHECKBOX 
 Referral: ______________________________________
 FORMCHECKBOX 
 Other: ________________________________________




Specific information to be disclosed/obtained:

 FORMCHECKBOX 
 Contact Information
 FORMCHECKBOX 
 Information Related to Income and Benefits
 FORMCHECKBOX 
 Employment Resources

 FORMCHECKBOX 
 Determining Eligibility for Program Assistance
 FORMCHECKBOX 
 Coordination of Services
            

 FORMCHECKBOX 
 Referral:________________________
 FORMCHECKBOX 
 Other: _________________________
The purpose of this authorization is for continuity of care and treatment.  I understand that this authorization may be revoked in writing at any time, except to the extent that action has been taken in reliance on this authorization.   Unless otherwise revoked, this authorization will expire 1 year from the signature date.
Signature of Applicant and/or Guardian
Date   
Signature of Program Staff
Date 
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