
STATE OF CALIFORNIA - HEALTH AND HUMAN SERVICES AGENCY CALIFORNIA DEPARTMENT OF SOCIAL SERVICES

APPLICANT’S AUTHORIZATION
FOR RELEASE OF INFORMATION

(AGENCY OR INDIVIDUAL FROM WHOM INFORMATION IS REQUESTED)

To:

I,   _______________________________________________________________________________________________, RESIDING AT__________________________________________________

_______________________________________________________________________________________________________________________, HEREBY AUTHORIZE YOU TO RELEASE TO THE

_________________________________________________________________________________________________________________________________________________________SPECIFIC

INFORMATION REQUESTED BY THIS AGENCY WHICH I CANNOT PROVIDE CONCERNING __________________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________

THIS INFORMATION IS NEEDED FOR THE FOLLOWING PURPOSE ______________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________

THIS FORM WAS COMPLETED IN ITS ENTIRETY AND WAS READ BY ME (OR READ TO ME) PRIOR TO SIGNING.

SIGNATURE OF APPLICANT

BIRTHPLACE

SIGNATURE OR NAME OF SPOUSE

BIRTHPLACE OF SPOUSE

BIRTHDATE

BIRTHDATE OF SPOUSE

DATE

MAIDEN NAME OF MOTHER

DATE

MAIDEN NAME OF SPOUSE’S MOTHER

ABCDM 228 (ENG/SP) (6/99)

(NAME OF AGENCY, INSTITUTION, INDIVIDUAL PROVIDER)

JFrancis
Typewritten Text
(HHSA & SDHC - NO SUBSTITUTIONS PERMITTED)

JFrancis
Typewritten Text
    

JFrancis
Typewritten Text


	name1: County of San Diego, Health and Human Services Agency
	name2: 
	address1: 
	address2: 
	name3: San Diego Hunger Coalition and (enter Outreach Partner Agency)
	name5: and activities,final determination, and ongoing concerns raised by the client along with copies of related notices. 
	name6: Should I miss my appointment, my Human Services Specialist (HSS) can notify the above. 
	name7: 
	name4: Application status, pending/missing required verifications
	purpose1: To assist the applicant with applying and continuing eligibility for CalFresh.
	purpose2: 
	purpose3: I UNDERSTAND THAT I MAY REVOKE THIS AUTHORIZATION AT ANY TIME BY CONTACTING MY COUNTY
	purpose4: WORKER. I UNDERSTAND THAT I MAY DECLINE TO COMPLETE THIS FORM AS RELEASING INFORMATION IS
	purpose5: STRICTLY VOLUNTARY AND NOT REQUIRED. 
	date1: 
	birthplace1: 
	dob1: 
	date2: 
	birthplace2: 
	dob2: 
	maidenname1: 
	maidenname2: 


