
AUTHORIZATION FOR THE RELEASE OF INFORMATION – DHHS 
 

 
I, ____________________________________________ , the undersigned, understand that from time to time, 
 Print Your Name  
the local welfare administrator for the Town of Enfield, Human Services Office may require certain information 
about assistance I am applying for or receiving from the New Hampshire Department of Health and Human 
Services, Division of Family Assistance (DFA).  When information cannot be provided by me personally, I hereby 
authorize DFA to release the following information to the local welfare administrator for the specific purposes 
outlined below: 
 

Type of Information Purpose for Requesting this Information 

Date of DFA application(s), type(s) of assistance 
applied for, date of eligibility determination, 
expected date of benefit issuance, amount of cash 
grant (if applicable) and/or the reason my case closed 
or my application was denied 

Basic administration of my local welfare assistance case 
including verification of information provided by me for 
determining eligibility for local welfare assistance 

Date my Medicaid case opened and my Medicaid 
Identification Number(s) 

Processing of Medicaid reimbursements if/when, during 
the time my Medicaid application was pending, the local 
welfare administrator makes an expenditure on my behalf 
for an item covered by Medicaid 

Date of any sanction of my cash assistance grant Determining countable household income also called 
“deeming” 

Reason for any sanction of my cash assistance grant Helping me to remove the sanction 

 
I understand that I have the option to provide any or all of the requested information myself.   
 
I understand that any use of the above information inconsistent with these purposes is forbidden. 
 
I understand that the local welfare administrator may not release information provided under this authorization to 
any other person without my written permission. 
 
This authorization shall expire 180 days from the date it is signed. 
 
 ___________________________________ _________________________  
 Signature Date 
 
If the signature above is not that of the person to whom the requested information pertains, the relationship of the 
signer to that person must be indicated, the signature must be witnessed, and verification that the signer has the 
authority to represent the person in these matters with DFA must be provided upon DFA request. 
 
 _______________________________  ________________________________   _______________________  
 Relationship to You Witness Date 


	Print Your Name: 
	Date: 
	Relationship to You: 
	Date_2: 


