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TRRENETEIgL

Minnesota Depariment of Human Services DHS-21 46-ENG 3-0
Authorization for Release of Employment Information

This information is available in other forms to people with disabilities by calling your county worker. For
TTY/TDD users, contact your county worker through the Minnesota Relay at 717 or {800) 627-3529. For
the Speech-to-Speech Relay, call (877) 627-3848.
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Please provide the information requested on the back of this form and sign the form where indicated. On the bottom
half of this form is a signed authorization to release information to the human services agency shown below.

Thank you for your cooperation.
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Authorization for Release of Information
Giving Permission: I give permission for the person/organization above to release the requested information to the
above agency. This information is used to figure my eligibility for public assistance and/or services.
Consequences: State and Federal privacy laws protect my records. 1 know:

s  Why I am being asked to release this information

» 1 do not have to consent to this authotization, but it may affect my benefits or setvices if I do not give my consent.

« That, generally, I must give sy written consent for this petson/agency to give out this information, but ifI do not
consent, the information will not be released unless the law otherwise allows it

« T may stop this authorization with a written notice at any time, but this written notice will not affect information
the agency has already requested

» The person ot agency who gets my information may be able ro pass it on to others,

- If my information is passed on to others by DHS, it may no longer be protected by this authorization.

This authorization will end one year from the date I sign it, unless the law allows for a longer period.
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To Be Completed By Employer
(Return to requesting agency)
NAME .
EMPLOYEE D& Liig I SOCIAL SECURITY NUMBER
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Employment period: Dm!ﬁ‘o" .f? OE :mj TOBEGIN | DATE ﬂ?néa ? O: E'TO Bp %’bm?\ m n J YN -}-
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. If per acte
* # of acres anticipated
* Does this rate depend on the type of work performed? [JYes [ No

If yos, explain,

D Other (exphiny: L7 & JOST lulhick. 74ct 7 | § 7’357%5 —
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[
Providg income infotmation for these months: _//dY . l/)‘f-c"“
Employment is: £ Parx time B{c ull cine ' :
How often paid:[] Each week [X[' Bvery two weeks [] Twice a month [ Once 2 month [J Ead of job [J Ocher
Note: For furure months, anticipate income. Record only those wages which you are reasonably certain the employee will be paid,

e NV QN30 11D
eweis 000140 390
+ Additonal payments — —_— >
{Advseesitips/bonuses) S
s % Hours worked HO q/(qu ?)qD
= Deductions:
FICA
Federal
Stase
*  Does the above income include reimburserent for wavel? [ Yes No
If yes, is thete a written contract? O Yes No
*  Does the above income also cover services provided by people other than the listed employee? [ Yes @léo
If yes, list other people
Is medical insurance available through you or your company? [ Yes wNo
If yes, what is the employee cost? § Per (peried of coverage)

Does the employee have medical insurance through you or your company? (] Yes No

Signature of employer;

I understand that the infotmarion provided on this form is cotrect to the best of my knowledge. T understand that this
form is not a coperact forgfvices.

il 37 o BEbL A U851 [1A]12/07

Employee declaration: - (Complete if your benefirs ave based on anticipated income.)

* I am reasonably cerrain that I will get the anticipated amount of income and I will get it in the tixoe period listed above.
* Ibelieve all of the information above is true and correct. [ permit the county to use this information to determine if T
am eligible for public assistance benefits.

CJ1 agree L1 do not agree (contact your county financial worlker for help)
SIGHATURE OF EMPLOYEE ) - DATE




12/12/20087 14:55 5872835874

ROCK CO HUMAN SERV PAGE @1/@3

2.0, Bax 715 Lanvame, MN 58155
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D Urgent D For Review E] Plezsa Comment Piease Reply D As Requestad

& Comments:

DATA PRIVACY

accompanying this transmission cottain information which 1 confidantial and/or ptivate and is
;htsn%ﬁ ?n?yﬂfzrﬁe usia m individual or enfity narmed on this sheat if you ase not the intended recipiett, you
are hereby pofified that any disciosure, copying, distribution or the taking of any acion in reﬁe:\nce on 'cht_a contents of
this iedefex information Is srictly prohibited, and that the documents should be reftrmed fo this agency immediately.
In this regard, # you have received this telex in enor, please nofify us by telephone immediately so that we can
amangs for the refum of the original document(s) to us by mail io the above address.



