AUTHORIZATION FOR RELEASE OF INFORMATION

1, , the undersigned, do hereby give my full and free consent to
authorize the Department of Child Services to furnish to Care Portal, Inc. or any authorized employee of the same,
full and accurate information regarding any personal information (address and contact phone number) needed to
assist said family with physical or monetary goods and services:

Name(s):

Address:

Phone:

Email:

I hereby release the above named party from any liability for information furnished pursuant to this authorization.
This release remains valid for a period of one year after signature. Copies of this authorization will be considered as
valid as the original.

Information Requesting:

Purpose of Disclosure:
Individual(s) wish to be considered for sponsorship by the partnership entered into by the Indiana Department of
Child Services and the churches associated with the Care Portal, Inc.

Signature(s) Date
Date




