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Request and Authorization to Youth and Family Division Records
Completion of this form authorizes the release of records described in the section below called “Record(s) Requested”.  
	Name (person whose records are requested (Record Subject)):
	Full Name (First, MI, Last):      
Date of Birth:      
Address:      
City, State, Zip:      
Phone Number:      


	Requester Information:
	Full Name (First, MI, Last)      
Address:      
City, State, Zip:      
Phone Number:      

	Requester/

Relationship to Record Subject:
	 FORMCHECKBOX 
 Self      
 FORMCHECKBOX 
 Parent of child/juvenile    
 FORMCHECKBOX 
 Guardian of child/juvenile

 FORMCHECKBOX 
 Legal custodian of child/juvenile         
	 FORMCHECKBOX 
 Guardian ad litem

 FORMCHECKBOX 
 Attorney

 FORMCHECKBOX 
 Other (specify)      


	Record(s) Requested:
	(Specify record(s). Include dates of records, if applicable.)

     

	Purpose of Request 
(reason you are requesting records): 
	 FORMCHECKBOX 
 Personal       
 FORMCHECKBOX 
 Court Case (Case No(s). if known):      
 FORMCHECKBOX 
 Legal Purpose/Proceeding (including CAPTA appeal/administrative hearing)

 FORMCHECKBOX 
 Other (specify):      


	Release
	Records subject to this authorization are to be released via the following:

 FORMCHECKBOX 
 In Person via 
         FORMCHECKBOX 
  Paper copies

         FORMCHECKBOX 
  Flash Drive



	Individual/Agency I Authorize to Release Records
	I authorize the Racine County Human Services Department - Youth & Family Division to release the records identified herein to the following individual(s) or agency(ies): 

 FORMCHECKBOX 
 Attorney 

                   Attorney Name:      
                   SBN:      
 FORMCHECKBOX 
 Another Individual (specify below)

                   Name:      
                   Date of Birth:      
 FORMCHECKBOX 
 Agency 
                  Agency Name:      
                  Agency Representative/Name (if known):      
 FORMCHECKBOX 
 Other (specify):      


	Expiration
	Unless revoked, this authorization will remain in effect until the expiration indicated below (choose one):

 FORMCHECKBOX 
 Authorization expires as of       (Date).

 FORMCHECKBOX 
 Authorization expires      month(s) from the date I sign this authorization. 

 FORMCHECKBOX 
 Authorization expires after the following action takes place (specify):      
_______________________________________________________________________________


	Understandings
	By signing below, I understand:

· That there is a $0.25 per page fee for records. Records requested via flash drive will incur an additional $5 fee per flash drive. 
· That records must be picked up by the individual requesting the records. A valid ID must be shown.

· That this authorization is voluntary. I do not have to sign this authorization form to release these records. 

· That authorizing the release of these records could give another agency or person information about the record subject’s location and would confirm that the record subject has been receiving services from Racine County Human Services Department – Youth & Family Division. 

· That authorizing the release of these records may potentially allow other individual(s) or agency(ies) to access these same records, which may include confidential information about the record subject that is held or maintained by the Racine County Human Services Department – Youth & Family Division.
· That this release is limited to what I have written above. If I would like Racine County Human Services Department – Youth & Family Division to release information about me or my child in the future, I will need to sign another written, time-limited authorization. 

· That I may revoke this authorization, in writing, at any time except for records already released as a result of this authorization.  I must give such written revocation to the Racine County Human Services Department – Youth & Family Division for the Racine County Human Services Department – Youth & Family Division to consider this authorization revoked.

· The information that I authorize to be released may be redisclosed by the recipient of the records only if allowed by law. If information is redisclosed, the recipient of the redisclosed information may be controlled by different laws. 


	AS EVIDENCED BY MY SIGNATURE, I HEREBY AUTHORIZE DISCLOSURE OF RECORDS TO THE PERSON(S) OR AGENCY(IES) SPECIFIED ABOVE.



	Person whose records will be released (Record Subject):



	

	                Signature                                                                                              Date

	

	Other Person Legally Authorized to Consent to Disclosure:


	
	

	                Signature                                                                               
	Date

	     
	

	Name (Printed or Typed)
	

	     
	

	Title or Relationship to Record Subject
	


AGENCY USE ONLY

Date authorization received:      
Date authorized completed/records disclosed:      
Completed by/Name:       
Racine County Human Services


Youth & Family Division


1717 Taylor Avenue


Racine, WI  53403


racinecounty.com/departments/human-services








AUTHORIZATION EXPIRES:





_______	______


    Date	   	  Time
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