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Oklahoma State University, Cooperative Extension Service

301 Human Sciences Building

Stillwater, OK  74078

(Insert Phone Number)
INFORMATION RELEASE FORM

I __________________________________________ hereby give permission to
   (Name of enrolled participant)
______________________________________________________________________
(Nutrition Education Assistant)

of the Oklahoma State University Cooperative Extension Service to release the following information:
Compliance with the Community Nutrition Education Program and current status of enrollment in the program

_____________________________________________________________________________

(Extent or Nature of Information to Be Released)

This information is to be released to: Department of Human Services, child's attorney or District Attorney ______________________________________________________________________________
(Name or title of Person or Organization to which the disclosure is to be made)

The purpose or need for disclosure is: to determine status of participation in nutrition program

______________________________________________________________________________

This information may be given upon request of the DHS personnel, child's attorney, or District Attorney ____________________________________________________________________
(Indicate frequency)

This consent is subject to revocation at any time except to the extent that action has been taken in reliance thereon and will otherwise expire on: __________________________________________

______________________________________________________________________________   
(Date, Event, or Condition upon which expiration will occur)
NOTICE TO RECIPIENT OF INFORMATION
This information has been disclosed to you from records whose confidentiality is protected by Federal Law.

Federal Regulation ( 42 CFR-Part 2 ) prohibits you from making any further disclosure of it without specific

written consent of the person to whom it pertains, or as otherwise permitted by such regulations.  A

General Authorization for the release of medical or other information is NOT sufficient for this purpose.

___________________________________________________________________      ____________________
Signature of Participant or Person Authorized by Law to Give Consent                     Date
