Consent to Exchange Information

I authorize _________________________ to release information or records about me to:

NAME of Agency & ADDRESS

____
Virginia Commonwealth University Rehabilitation Research and 
Training Center

____
Abacus Corporation

____
Caliper Staffing

____
Healthforce of Virginia

____
Maxim Staffing Solutions

____
Nursefinders

____
ATC Healthcare Services

Please release the following information:

____ 
Identifying information (includes name, address, phone, email, last 4 digits 
of SSN)

____ 
Disability information (only released to VCU - includes diagnosis & Social 
Security Benefits)
____ 
Vocational records (includes skills, experience, employment interests)
____
Accommodation needs (includes accommodations needed for 
assessments and at the job site)
____ 
Criminal history
____ 
Other 
(specify)____________________________________________________

I am the individual to whom the information/record applies or that person’s parent (if a minor) or legal guardian. 

Signature:________________________________________________________
(Show signatures, names and addresses of two people if signed by mark.)

Date: ________________________ 
Relationship: ____________________________

