
Northern and Central 
Aspire Indiana℠ Indiana Works
Release/Request for Information 

 
Today’s Date: ______________ 
 
 
I,_______________________________,_______________________,_______________ 
               (Customer’s Name)                     (Social Security Number)      (Date of Birth) 
 
Address_________________________________________________________________ 
                                        (Street Address, City, State, Zip) 
 
Authorize Indiana Works Community Work Incentive Coordinators/Aspire Indiana to disclose 
and exchange with, please (X) all that apply: 
 
 
__________Social Security Administration 
 
__________Medicaid 
 

__________Vocational Rehabilitation 
 
__________ HUD 

__________Department of Family Resources 
 
__________other: please write in payee or guardian name________________________________ 
 
_________ other: please write in your agency name____________________________________ 
 
 
 
______________________________________________________________________________ 
Signature of Customer                                                                                 Date 
 
______________________________________________________________________________ 
Signature of Parent, Guardian, or Legal Representative                             Date 
 
 
The purpose of the release or request of information is to assist with Social Security Work 
Incentive Planning and Assistance 
 
This information will be released (exchanged) for the purpose of employment and or vocational goals. 
 
I understand that my records are protected under State and Federal Confidentiality Regulations and HIPPA Privacy Regulations and 
cannot be disclosed without my written consent unless otherwise provided for the regulations. In addition, I understand that records 
released may be re-disclosed by the recipient and therefore may no longer be protected by State and Federal Confidentiality 
Regulations. I also understand that I may revoke this consent at any time, except to the extent that action has already been taken. This 
consent will expire at the end of 180 days. 
 
This information has been disclosed to you from records protected by Federal Confidentiality rules (42 CFR Part 2) and HIPPA 
Privacy Regulations. A general authorization for the release of medical or other information is NOT sufficient for this purpose. The 
Federal rules restrict any use of the information to criminally investigate or prosecute any alcohol or drug abuse patient. 
 

Note: These records may not be protected under Federal and HIPPA Privacy Rules once released. 
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