Fax Cover
From: Corporate Management Group

Phone: 507-923-7956
Fax: 507-216-4904

To: Olmsted Co. Family Support
Fax 507-328-7956

Re: Scott Lathrop

Case number 344046
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Authorization for Release of Employment Information

Minnesota Departinent of Hyman Services

Date: 5-31-11 Case number: 344 O04(
To: CLMSTEDN CO, FamiLy Worker name:
FAX §07- 3Z8-7495¢ Sovepor T Agency name:
S ALNATIONS A2y Agency address:
City, state, zip code:
c
/O ThRM Worker phone: Fax:

FAYX - 807-28\ - B34 G

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

Person name: AcoTT  LATHRZOP - Social Security number: XXX-XX-_ Ot 5
Address: BleDd 2157 AVE. 5.8, Ol E

City/statefzip code: ROCHESTER—) M. S50

Pleasc 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.

PLEASE FA¥ AL TS TO AldovVe |

Thank you for your cooperation.

Avuthorization 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:

»  Why I am being asked to release this information

e 1 do nat have to consent o this authorization, bur it may affect my benefits or services if I do not give
my consent

« That, generally, I must give my written consent for this person/agency to give out this informacion, butif ]
do not consent, the information will not be released unless the law otherwise allows it

* 1 may stop this autharization with a written notice at any time, but this written notice will not aftect
information the agency has alrcady requested

+  The person or agency who gets my informarion 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 autherization.

This authorization will end one year from the date I sign it, unless the law allows for a longer period.

7 ‘

CLIENT SIGNATURE DATE Oniginl copy for :
Original.copy for agency -

fo 3'51_ l‘

SIGNATURE OF y@meﬁUARuAN/AUT?iéNWENTATNE DATE Provide copy fo client’

Over



To be completed by employer -

return both pages to requesting agency
(Mail or fax to agency address/fax number on first page)

EMPLOYEE NAME SOCIAL SECURITY NUMBER
Acotr Ricrmed LaATHROP XXK-XX- 065D
Emol o DATE BEGAN/EXPECTED TO DATE ENDED/EXPECTED TO END | REASON ENDED
mployment period: BEGIN ‘4/ ) 9 I / O Voluntary U Involuntary
¥l $ ISW /hour If per acre, # of acres anticipated? _
[l s Iday Does this rate depend on the type of work performed? OYes JNo ..
O $___ Jjacre If yes, explain: '

[ Other (explain:

Income received/ expecfed: Provide income information for these months:

What was the date of the first pay check received? 4/ -20}/ ’ [

EMPLOYMENT IS / AVERAGE #HOURS | HOW OFTEN PAID: , . : .
0 Pare time B Fach week U] Every two weeks [J Twice a month
8. Full cime [ Oncea month (] End of job [J Other

Work schedule nf.@é{f,d qp 60\ QV EQQPJ& - . Wd

Attach verification of income earned, ifemized by pay period, or complete the table below.

Note: For future months, anticipate income.

Record only those wages which you are reasonably certain the employee will be paid.
Income received

Date received

Gross earnings r ]

No. of hours worked N
Advances/Tips/Bonuses I sr

o~
-..\}

onl4/m]il

i

Child Support withheld

Medical insurance

Medical insurance:

Does the employec have medical insurance through you or your company? E}Y E/No
Is medical insurance available through you or your company? Yes [ No
If yes, what is the employee cost? § ﬁd ﬁ T DUQ@K (period of coverage)

Signature of employer:

I understand that the information provided on this form is correct to the best of my knowledge I understand that this form
is not a contract for services.

Zinnnazns =5 ulﬁ“aoao 55105 4ac A9l




