|OWA | coicoment
WAIVER AND AUTHORIZATION

lowa Workforce Development and/or
lowa Vocational Rehabilitation Services, a division of lowa Workforce Development, is
hereby authorized to provide records listed below to:

Name:

Address:

If | am a claimant of lowa Workforce Development, | allow the release of any personal and/or
business information concerning unemployment insurance claims, accounts, or any other pertinent
information regarding my interactions, past or present, with lowa Workforce Development.

If | am a client of lowa Vocational Rehabilitation Services, | allow the release of any of my client
records, including medical, hospital, psychiatric, psychological, educational transcripts, etc., subject
to eCFR34; CFR361.38

Dated this day of .
Signature
Full Name of Claimant, Client or Employer Full Social Security Number or EIN Number
Claimant’s or Client’s Date of Birth Telephone Number

IVRS Clients - Please initial next to each category if you give permission to share the listed
protected records

___ Substance abuse

____Mental health

HIV-related information
Question Answer

Current Employer Name

Last Date Worked

Amount of Last Benefit Payment
Number of Dependents

Start Date with Last Employer

1000 E Grand Avenue ¢ Des Moines, IA 50319 » workforce.iowa.gov
Equal Opportunity Employer/Program
Auxiliary aids and services available upon request to individuals with disabilities.
For deaf and hard of hearing, use Relay 711.
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