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Olmsted County Community Services Department
Family Support and Assistance Division

2117 Campus Dr SE  Suite 100

Rochester, MN 55904-4825

Phone: 507-328-6500

Fax: 507-328-7956
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v Homan  RESOUACES
Fax: (D,?C?\ - (cgqg

Phone:

Curgent O ForReview [ Please Comment D Please Reply O Please Recycle

& Commaents!

7/11/‘)'/’\//(. 0L !

This message may contain confidéntial and/or privileged information. If
you are not the addressee or authorized to receive this for the addressee,
you must not use, copy, disclose or take any action based on this message
or any information herein. If you have received this message in erxor;
please advise the sender immediately. Thank you for your cooperation.

IF ANY PROBLEMS OCCUR WITH THIS TRANSMISSION OR IF YOU HAVE ANY QUESTIONS,
PLEASE CALL THE SENDER DIRECTLY.
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Aufhorlzaﬂon for Release of Employment Informaﬂon

Dote: T~ 28-12 Case number. ! 0%"/253 m /(J

, 1 )
To: E ™ P /61{ e S‘# pﬁ ”) - Worker name: x ] 5'5‘ Min
. A : OLMSTED CO COMM SERVICES
Y ) gency name .
Solrtfons / REICHE L Agency address: 2117 CAMPUS DR SE STE 100
A’) S City, state, zip code: ROCHESTER, MN 55901
Wosker phone: (3507) 328-6500  Fax: (507) 328-7956

We need to verify the employment information for the person listed below:

Person name: Lﬁ U E zn S Ckroec]v‘ Social Security number: )OO(—)O(-_QQ_??
Addeess: 109 T+ o+ NME A'P‘f" /o2
Citylstace/zip code: [ yron, A SS920

Please provide the information ccquested on the back of this form and sign the form where indicated. On
the bottorn half of this form is a signed authorization to release information to the human services agency
shown below.

Thank you for your cooperation.

RECD SEP 0 4 2017

Avuthorization for Release of Information

Giving Permission: I give permission for the person/organization above to release the rcquested
infoemation to the above agency. This information is used o ﬁgurc my cligibilicy for public assistance and/or
services.

Consequences: State and Federal privacy laws procect my records. I know:

* Why I am being asked to celease this information

* I do nothave to consent to this authorization, but it may affect my bencfits or services if I do not give
my consent

*  Thar, generally, I muse give my wricten consenc for this person/agency to give out chis information, buc if 1
do not consent, the information will not be released unless the Jaw otherwise allows it

* I may stop this authorization with a written notice at any time, but this weitten notice will not affect
infocmation the agency has already requested

¢ The pecson or agency who gets my information may be able to 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 longes period.

A °5- 2912
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SIGNKTURE OF SPOUSE/GUARDIAN/AUTHORIZED REPRESENTATIVE DATE
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Employment Information

To be completed by employer - return both pages to requesting agency
(Mail or fax to agency address/fax numbers on firse page)

EMPLOYEE NAME . SOCIAL SECURITY NUMBER
, oﬁ bk%n (SQ}MC&U{ XXX—XX-&W 7
" ———
DATE BEGAN/EXPECTED TO BEGIN  ( DATE ENOEDEXPECTED TO END W
REASON ENDED FAPLAIN: cﬂ'égg_ AMOUNT
O Volunsary D Involunsary -
0O s thour If pec acre, # of actes ancicipaced? ___

O s Iday Does this rate depend on the type of work pecformed? [J Yes [J No
O s facee Tfyes, explain:

0 Other {exphiin:)

Income received/expected: Provide informarion for these months:

What was the dace of the Arst pay check received?

EMPLOYMENT 15: | AVERAGE ¥ HOURS | HOW OFTEN PAID:
[ Pascrime (€8 PAY PERIOD: 0 Each week [J Every two weeks [J Twice a month
[} Fullcime |— [J Once a month {0 End of job O Ochec

o)

MOR TUES  © WED THUR
Work ‘ : i

Schedule:

Attach verification of income earned, itemized by pay period, or complete the toble below.
Note: For future moaths, anticipate income.

Income received {Record anly those wages which you gre reasonably certain the employee will be poid.)

Dole received

Gross earnings

No. of hours worked

Advances/Tips/Bonuses

Child Support withheld

Medical insurance

Medical insurance;

Does the employee have medical insurance through you or your company? OYes O No
Is medical insurance available through you or your company? Dyes O No
If yes, what is the employee cost? $ pet (period of coverage)

Signature of employer:

[ understand thac the information provided o this form i¢ corsect to the best of iny knowledge. T understand thae chis Rouin

is not a conceace for scrvices.
EMPLOYER SIGNATURE COMPANY/BUSINESS NAME PHONE NUMBER DATE

Solloer Sastne hdine <



