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The Commonwealth of Massachusetts

Executive Office of Health and Human Services

Department of Children and Families

www.mass.gov/dcf

RELEASE OF INFORMATION AND AUTHORIZATION

This will serve to notify the individual/agency named below that I grant permission for: 

 FORMCHECKBOX 

The individual/agency named below to share and provide any and all information, including written documentation, to the Department of Children and Families regarding myself and/or my child(ren).
 FORMCHECKBOX 

The Department of Children and Families to share any and all information to the individual/agency named below regarding myself and/or my child(ren).
 FORMCHECKBOX 
  Sharing of information as described below: 
 FORMCHECKBOX 

The individual/agency named below to share the following information to DCF: 
	     

	     


 FORMCHECKBOX 

DCF to share the following information to the individual/agency named below:

	      MA Board of Registration in Nursing (BORN)

	     250 Washington St Boston, MA 02108

	Fax: 617-973-0984 


This authorization does not extend to any other individual/agency beyond the individual/agency named below.

This authorization will expire in 12 months from the date of signing or upon case closing, whichever occurs first, unless otherwise specified below: (Identify the date, time period or an event)  

	     N/A

	


A copy/facsimile of this authorization shall be deemed as an original and shall have the same force and effect as such original.
Name of individual/agency authorized to receive/send information:  

	     BORN                250 Washington St Boston, MA 02108             617-973-0900


  Name of Individual/Agency







Address









Telephone #

	Name of Parent/Child(ren):
	     

	     


	
	
	

	Signature of Parent/Guardian/Young Adult
	
	Date


Revised: 7/2015
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