
Claimant Request for Release of Confidential Records/Information 

I, __________________ , Social Security No. ___________ _ 
(Print your name) 

do hereby request the State of Alaska, Department of Labor and Workforce Development, Division of 
Employment and Training Services (DETS), to release copies of documents and/or information, as 
specifically described herein, from the confidential records maintained by DETS. 

Records/information to release: Specifically describe the records and/ or information you are

requesting to be released: 

Unemployment Benefits 

Purpose: Describe or explain what you intend the records/information to be used for:

Verification of benefits to confirm applicant income eligibility for 

the income guidelines for HUD & the CRBRHA programs 
(If approved, the records or information to be released are not to be used for any other purpose by 
the recipient named above, nor are the records to be re-disclosed by the recipient to any other party 
for any purpose. 

Authorization: Sign your name below to authorize release of records and/or information for the
purpose stated above. 

Your signature 

Date signed 

Your mailing address: 

C.R.B.R.H.A.

P.O. BOX 89 

city Glennallen 

Return this form to: 

Department of Labor and Workforce 
Development 

Attn: UI Technical Unit 

Custodian of Records 
P.O. Box 115509 

Juneau, AK 99811-5509 

Phone number 9o7 822-3633

State_A_K ___ _ Zip Code 99573 -__

Special note: Alaska Statute (AS) 23.20.110 prohibits disclosure, re-disclosure or use of any
confidential records or information maintained by the State of Alaska, Department of Labor and 
Workforce Development, Division of Employment and Training Services, for any purpose not 

authorized by AS 23.20.110, and without the express permission of the Division of Employment and 
Training Services. Under Alaska Statutes 23.20.110 and 23.20.115, whoever discloses, re-discloses, 
or misuses records or information declared, or otherwise considered to be confidential records or 

information under AS 23.20.110, is guilty of a Class B Misdemeanor. 

As an individual requesting the disclosure of records, your request for disclosure may be denied by 
the Division of Employment and Training Services if disclosure is not allowed under AS 23.20.110. 



Authorization for the Release of Information/ 
Privacy Act Notice 

U.S. Department of Housing 
and Urban Development 
Office of Public and Indian Housing 

to the U.S. Department of Housing and Urban Development (HUD) 
and the Housing Agency/Authority (HA) 

0MB CONTROL NUMBER: 2501-0014 

exp. 1/3112014 

PHA requesting release of information; (Cross out space if none) 
(Full address, name of contact person, and date) 

Copper River Basin Regional Housing Authority 

P.O. BOX 89 
Glennallen, AK 99588 

Authority: Section 904 of the Stewart B. McKinney Homeless 

Assistance Amendments Act of 1988, as amended by Section 903 

of the Housing and Community Development Act of 1992 and 

Section 3003 of the Omnibus Budget Reconciliation Act of 1993. 

This law is found at 42 U.S.C. 3544. 

This law requires that you sign a consent form authorizing: ( 1) 

HUD and the Housing Agency/Authority (HA) to request verifi

cation of salary and wages from current or previous employers; (2) 

HUD and the HA to request wage and unemployment compensa

tion claim information from the state agency responsible for 

keeping that information; (3) HUD to request certain tax return 

inforn1ation from the U.S. Social Security Administration and the 

U.S. Internal Revenue Service. The law also requires independent 

verification of income information. Therefore, HUD or the HA 

may request information from financial institutions to verify your 

eligibility and level of benefits. 

Purpose: In signing this consent form, you are authorizing HUD 

and the above-named HA to request income information from the 

sources listed on the form. HUD and the HA need this information 

to verify your household's income, in order to ensure that you are 

eligible for assisted housing benefits and that these benefits are set 

at the correct level. HUD and the HA may participate in computer 

matching programs with these sources in order to verify your 

eligibility and level of benefits. 

Uses oflnformation to be Obtained: HUD is required to protect 

the income information it obtains in accordance with the Privacy 

Act of 1974, 5 U.S.C. 552a. HUD may disclose information 

( other than tax return infornrntion) for certain routine uses, such as 

to other government agencies for law enforcement purposes, to 

Federal agencies for employment suitability purposes and to HAs 

for the purpose of detem1ining housing assistance. The HA is also 

required to protect the income information it obtains in accordance 

with any applicable State privacy law. HUD and HA employees 

may be subject to penalties for unauthorized disclosures or im

proper uses of the income information that is obtained based on the 

consent fonn. Private owners may not request or receive 

information authorized by this form. 

Who Must Sign the Consent Form: Each member of your 

household who is 18 years of age or older must sign the consent 

form. Additional signatures must be obtained from new adult 

members joining the household or whenever members of the 

household become 18 years of age. 

IHA requesting release of information: (Cross out space if none) 
(Full address, name of contact person, and date) 

Copper River Basin Regional Housing Authority 

P.O. BOX 89 
Glennallen, AK 99588 

Persons who apply for or receive assistance under the following 

programs are required to sign this consent form: 

PHA-owned rental public housing 

Turnkey III Homeownership Opportunities 

Mutual Help Homeownership Opportunity 

Section 23 and 19(c) leased housing 

Section 23 Housing Assistance Payments 

HA-owned rental Indian housing 

Section 8 Rental Certificate 

Section 8 Rental Voucher 

Section 8 Moderate Rehabilitation 

Failure to Sign Consent Form: Your failure to sign the consent 

form may result in the denial of eligibility or termination of 

assisted housing benefits, or both. Denial of eligibility or termi

nation of benefits is subject to the HA's grievance procedures and 

Section 8 informal hearing procedures. 

Sources of Information To Be Obtained 

State Wage Information Collection Agencies. (This consent is 

limited to wages and unemployment compensation I have re

ceived during period(s) within the last 5 years when I have 

received assisted housing benefits.) 

U.S. Social Security Administration (HUD only) (This consent is 

limited to the wage and self employment information and pay

ments of retirement income as referenced at Section 6103(1)(7)(A) 

of the Internal Revenue Code.) 

U.S. Internal Revenue Service (HUD only) (This consent is 

limited to unearned income [i.e., interest and dividends].) 

Information may also be obtained directly from: (a) current and 

former employers concerning sala1y and wages and (b) financial 

institutions concerning unearned income (i.e., interest and divi

dends). I understand that income information obtained from these 

sources will be used to verify information that I provide in 

determining eligibility for assisted housing programs and the level 

of benefits. Therefore, this consent fom1 only authorizes release 

directly from employers and financial institutions of information 

regarding any period(s) within the last 5 years when I have 

received assisted housing benefits. 

Original is retained by the requesting organization. ref. Handbooks 7420.7, 7420.8, & 7465.1 form HUD-9886 (7/94) 



Consent: I consent to allow HUD or the HA to request and obtain income information from the sources listed on this form for 

the purpose of verifying my eligibility and level of benefits under HU D's assisted housing programs. I understand that HAs that 

receive income information under this consent form cannot use it to deny, reduce or terminate assistance without first 

independently verifying what the amount was, whether I actually had access to the funds and when the funds were 1·eceived. In 

addition, I must be given an opportunity to contest those determinations. 

This consent form expires 15 months after signed. 

Signatures: 

Head of Household Date 

Social Security Number (if any} of Head of Household Other Family Member over age 18 Date 

Spouse Date Other Family Member over age 18 Date 

Other Family Member over age 18 Date Other Family Member over age 18 Date 

Other Family Member over age 18 Date Other Family Member over age 18 Date 

Privacy Act Notice. Authority: The Department of Housing and Urban Development (HUD) is authorized to collect this information 

by the U.S. Housing Act of 1937 (42 U.S.C. 1437 et. seq.), Title VI of the Civil Rights Act of 1964 (42 U.S.C. 2000d), and by the Fair 

Housing Act (42 U.S.C.3601-19). The Housing and Community Development Act of 1987 (42 U.S.C. 3543) requires applicants and 

participants to submit the Social Security Number of each household member who is six years old or older. Purpose: Your income and 

other information are being collected by HUD to determine your eligibility, the appropriate bedroom size, and the amount your family 

will pay toward rent and utilities. Other Uses: HUD uses your family income and other information to assist in managing and monitoring 

HUD-assisted housing programs, to protect the Government's financial interest, and to verify the accuracy of the information you provide. 

This infotmation may be released to appropriate Federal, State, and local agencies, when relevant, and to civil, criminal, or regulatory 

investigators and prosecutors. However, the information will not be otherwise disclosed or released outside of HUD, except as permitted 

or required by law. Penalty: You must provide all of the information requested by the HA, including all Social Security Numbers you, 

and all other household members age six years and older, have and use. Giving the Social Security Numbers of all household members 

six years ofage and older is mandatory, and not providing the Social Security Numbers will affect your eligibility. Failure to provide 

any of the requested information may result in a delay or rejection of your eligibility approval. 

Penalties for Misusing this Consent: 

HUD, the HA and any owner (or any employee of HUD, the HA or the owner) may be subject to penalties for unauthorized disclosures or improper uses of 
information collected based on the consent form. 

Use of the information collected based on the form HUD 9886 is restricted to the purposes cited on the form HUD 9886. Any person who knowingly or willfully 
requests, obtains or discloses any information under false pretenses concerning an applicant or participant may be subject to a misdemeanor and fined not more 
than $5,000. 

Any applicant or participant affected by negligent disclosure of information may bring civil action for damages, and seek other relief, as may be appropriate, against 
the officer or employee of HUD, the HA or the owner responsible for the unauthorized disclosure or improper use. 

Original is retained by the requesting organization. ref. Handbooks 7420.7, 7420.8, & 7465.1 form HUD-9886 (7/94) 



Social Security Administration 

Consent for Release of Information 
Form Approved 

0MB No. 0960-0566 

Instructions for Using this Form 

Complete this form only if you want us to give information or records about you, a minor, or a legally incompetent adult, to an 

individual or group (for example, a doctor or an insurance company). If you are the natural or adoptive parent or legal guardian, 
acting on behalf of a minor child, you may complete this form to release only the minor's non-medical records. We may charge a 

fee for providing information unrelated to the administration of a program under the Social Security Act. 

NOTE: Do not use this form to: 

• Request the release of medical records on behalf of a minor child. Instead, visit your local Social Security office or call our toll
free number, 1-800-772-1213 (TTY-1-800-325-0778), or

• Request detailed information about your earnings or employment history. Instead, complete and mail form SSA-7050-F4. You
can obtain form SSA-7050-F4 from your local Social Security office or online at www.ssa.gov/online/ssa-7050.pdf.

How to Complete this Form 

We will not honor this form unless all required fields are completed. An asterisk (*) indicates a required field. Also, we will not 
honor blanket requests for "any and all records" or the "entire file." You must specify the information you are requesting and you 

must sign and date this form. We may charge a fee to release information for non-program purposes. 

• Fill in your name, date of birth, and social security number or the name, date of birth, and social security number of the person
to whom the requested information pertains.

• Fill in the name and address of the person or organization where you want us to send the requested information.

• Specify the reason you want us to release the information.

• Check the box next to the type(s) of information you want us to release including the date ranges, where applicable.

• You, the parent or the legal guardian acting on behalf of a minor child or legally incompetent adult, must sign and date this form
and provide a daytime phone number.

• If you are not the individual to whom the requested information pertains, state your relationship to that person. We may require
proof of relationship.

PRIVACY ACT STATEMENT 

Section 205(a) of the Social Security Act, as amended, authorizes us to collect the information requested on this form. We will 

use the information you provide to respond to your request for access to the records we maintain about you or to process your 

request to release your records to a third party. You do not have to provide the requested information. Your response is 
voluntary; however, we cannot honor your request to release information or records about you to another person or organization 

without your consent. We rarely use the information provided on this form for any purpose other than to respond to requests for 
SSA records information. However, the Privacy Act (5 U.S.C. § 552a(b)) permits us to disclose the information you provide on this 

form in accordance with approved routine uses, which include but are not limited to the following: 

1.To enable an agency or third party to assist Social Security in establishing rights to Social Security benefits and or coverage; 

2.To make determinations for eligibility in similar health and income maintenance programs at the Federal, State, and local level;

3.To comply with Federal laws requiring the disclosure of the information from our records; and,
4.To facilitate statistical research, audit, or investigative activities necessary to assure the integrity of SSA programs.

We may also use the information you provide when we match records by computer. Computer matching programs compare our 
records with those of other Federal, State, or local government agencies. We use information from these matching programs to 

establish or verify a person's eligibility for Federally-funded or administered benefit programs and for repayment of incorrect 

payments or overpayments under these programs. Additional information regarding this form, routine uses of information, and 

other Social Security programs is available on our Internet website, www.socialsecurity.gov, or at your local Social Security office. 

PAPERWORK REDUCTION ACT STATEMENT 

This information collection meets the requirements of 44 U.S.C. § 3507, as amended by section 2 of the Paperwork Reduction 
Act of 1995. You do not need to answer these questions unless we display a valid Office of Management and Budget control 

number. We estimate that it will take about 3 minutes to read the instructions, gather the facts, and answer the questions. SEND 

OR BRING THE COMPLETED FORM TO YOUR LOCAL SOCIAL SECURITY OFFICE. You can find your local Social 

Security office through SSA's website at www.socialsecurity.gov. Offices are also listed under U.S. Government agencies 

in your telephone directory or you may call 1-800-772-1213 (TYY 1-800-325-0778). You may send comments on our time 

estimate above to: SSA, 6401 Security Blvd., Baltimore, MD 21235-6401. Send only comments relating to our time estimate 
to this address, not the completed form. 

Form SSA-3288 (07-2013) EF (07-2013) Destroy Prior Editions 



Social Security Administration 

Consent for Release of Information 
Form Approved 
0MB No. 0960-0566 

You must complete all required fields. We will not honor your request unless all required fields are completed. (*signifies a 
required field). 

TO: Social Security Administration 

*My Full Name *My Date of Birth *My Social Security Number

(MM/DD/YYYY)
I authorize the Social Security Administration to release information or records about me to: 

*NAME OF PERSON OR ORGANIZATION: *ADDRESS OF PERSON OR ORGANIZATION:

Copper River Basin Regional Housing Authority P.O. BOX 89, Glennallen, AK 99588

(907) 822-3633 Office

(907) 822-3662 Fax 

*I want this information released because: VERIFICATION OF INCOME ELIGIBILITY
-----------------------------

We may charge a fee to release information for non-program purposes. 

YOU MUST PROVIDE PROOF OF YOUR BENEFIT AMOUNT 

YOU MUST PROVIDE PROOF OF YOUR BENEFIT AMOUNT 

*Please release the following information selected from the list below:

You must specify the records you are requesting by checking at least one box. We will not honor a request for "any and all 
records" or "my entire file." Also, we will not disclose records unless you include the applicable date ranges where requested. 

1. D Social Security Number
2. [8] Current monthly Social Security benefit amount
3. [8] Current monthly Supplemental Security Income payment amount

4. D My benefit or payment amounts from date _____ to date ____ _

5. D My Medicare entitlement from date _____ to date ____ _
6. D Medical records from my claims folder(s) from date ____ _ to date

-----

If you want us to release a minor child's medical records, do not use this form. Instead, contact your local Social 
Security office. 

7. D Complete medical records from my claims folder(s)

8. D Other record(s) from my file (you must specify the records you are requesting, e.g., doctor report, application,
determination or questionnaire) 

YOU MUST PROVIDE PROOF OF YOUR BENEFIT AMOUNT 

YOU MUST PROVIDE PROOF OF YOUR BENEFIT AMOUNT 

I am the individual, to whom the requested information or record applies, or the parent or legal guardian of a minor, or 
the legal guardian of a legally incompetent adult. I declare under penalty of perjury (28 CFR § 16.41(d)(2004)) that I have 
examined all the information on this form, and any accompanying statements or forms, and it is true and correct to the 
best of my knowledge. I understand that anyone who knowingly or willfully seeks or obtain access to records about 
another person under false pretenses is punishable by a fine of up to $5,000. I also understand that I must pay all 
applicable fees for requesting information for a non-program-related purpose. 

*Signature: *Date:
--------------------------

*Address: YOU MUST PROVIDE PROOF OF YOUR BENEFIT AMOUNT

Relationship (if not the subject of the record): YOU MUST PROVIDE PROOF *Daytime Phone:
--------

Witnesses must sign this form ONLY if the above signature is by mark (X). If signed by mark (X), two witnesses to the signing 
who know the signee must sign below and provide their full addresses. Please print the signee's name next to the mark (X) on the 
signature line above. 

1.Signature of witness 2.Signature of witness
YOU MUST PROVIDE PROOF OF YOUR BENEFIT AMOUNT YOU MUST PROVIDE PROOF OF YOUR BENEFIT AMOUNT

Address(Number and street,City,State, and Zip Code) Address(Number and street,City,State, and Zip Code) 
YOU MUST PROVIDE PROOF OF YOUR BENEFIT AMOUNT YOU MUST PROVIDE PROOF OF YOUR BENEFIT AMOUNT 

Form SSA-3288 (07-2013) EF (07-2013) 



Social Security Administration 

Consent for Release of Information 
Form Approved 

0MB No. 0960-0566 

Instructions for Using this Form 

Complete this form only if you want us to give information or records about you, a minor, or a legally incompetent adult, to an 
individual or group (for example, a doctor or an insurance company). If you are the natural or adoptive parent or legal guardian, 
acting on behalf of a minor child, you may complete this form to release only the minor's non-medical records. We may charge a 
fee for providing information unrelated to the administration of a program under the Social Security Act. 

NOTE: Do not use this form to: 

• Request the release of medical records on behalf of a minor child. Instead, visit your local Social Security office or call our toll
free number, 1-800-772-1213 (TTY-1-800-325-0778), or

• Request detailed information about your earnings or employment history. Instead, complete and mail form SSA-7050-F4. You
can obtain form SSA-7050-F4 from your local Social Security office or online at www.ssa.gov/online/ssa-7050.pdf.

How to Complete this Form 

We will not honor this form unless all required fields are completed. An asterisk (*) indicates a required field. Also, we will not 
honor blanket requests for "any and all records" or the "entire file." You must specify the information you are requesting and you 
must sign and date this form. We may charge a fee to release information for non-program purposes. 

• Fill in your name, date of birth, and social security number or the name, date of birth, and social security number of the person
to whom the requested information pertains.

• Fill in the name and address of the person or organization where you want us to send the requested information.

• Specify the reason you want us to release the information.

• Check the box next to the type(s) of information you want us to release including the date ranges, where applicable.

• You, the parent or the legal guardian acting on behalf of a minor child or legally incompetent adult, must sign and date this form
and provide a daytime phone number.

• If you are not the individual to whom the requested information pertains, state your relationship to that person. We may require
proof of relationship.

PRIVACY ACT STATEMENT 

Section 205(a) of the Social Security Act, as amended, authorizes us to collect the information requested on this form. We will 
use the information you provide to respond to your request for access to the records we maintain about you or to process your 

request to release your records to a third party. You do not have to provide the requested information. Your response is 
voluntary; however, we cannot honor your request to release information or records about you to another person or organization 

without your consent. We rarely use the information provided on this form for any purpose other than to respond to requests for 
SSA records information. However, the Privacy Act (5 U.S.C. § 552a(b)) permits us to disclose the information you provide on this 
form in accordance with approved routine uses, which include but are not limited to the following: 

1.To enable an agency or third party to assist Social Security in establishing rights to Social Security benefits and or coverage;

2.To make determinations for eligibility in similar health and income maintenance programs at the Federal, State, and local level;
3.To comply with Federal laws requiring the disclosure of the information from our records; and,
4.To facilitate statistical research, audit, or investigative activities necessary to assure the integrity of SSA programs.

We may also use the information you provide when we match records by computer. Computer matching programs compare our 
records with those of other Federal, State, or local government agencies. We use information from these matching programs to 
establish or verify a person's eligibility for Federally-funded or administered benefit programs and for repayment of incorrect 
payments or overpayments under these programs. Additional information regarding this form, routine uses of information, and 
other Social Security programs is available on our Internet website, www.socialsecurity.gov, or at your local Social Security office. 

PAPERWORK REDUCTION ACT STATEMENT 

This information collection meets the requirements of 44 U.S.C. § 3507, as amended by section 2 of the Paperwork Reduction 
Act of 1995. You do not need to answer these questions unless we display a valid Office of Management and Budget control 
number. We estimate that it will take about 3 minutes to read the instructions, gather the facts, and answer the questions. SEND 

OR BRING THE COMPLETED FORM TO YOUR LOCAL SOCIAL SECURITY OFFICE. You can find your local Social 

Security office through SSA's website at www.socialsecurity.gov. Offices are also listed under U.S. Government agencies 

in your telephone directory or you may call 1-800-772-1213 (TYY 1-800-325-0778). You may send comments on our time 
estimate above to: SSA, 6401 Security Blvd., Baltimore, MD 21235-6401. Send� comments relating to our time estimate 

to this address, not the completed form. 

Form SSA-3288 (07-2013) EF (07-2013) Destroy Prior Editions 



Social Security Administration 

Consent for Release of Information 
Form Approved 
0MB No. 0960-0566 

You must complete all required fields. We will not honor your request unless all required fields are completed. (*signifies a 
required field). 

TO: Social Security Administration 

*My Full Name *My Date of Birth *My Social Security Number

(MM/DD/YYYY)
I authorize the Social Security Administration to release information or records about me to: 

*NAME OF PERSON OR ORGANIZATION: *ADDRESS OF PERSON OR ORGANIZATION:

Copper River Basin Regional Housing Authority P.O. BOX 89, Glennallen, AK 99588

(907) 822-3633 Office

(907) 822-3662 Fax

*I want this information released because: VERIFICATION OF INCOME ELIGIBILITY
-----------------------------

We may charge a fee to release information for non-program purposes. 
YOU MUST PROVIDE PROOF OF YOUR BENEFIT AMOUNT 

YOU MUST PROVIDE PROOF OF YOUR BENEFIT AMOUNT 

*Please release the following information selected from the list below:

You must specify the records you are requesting by checking at least one box. We will not honor a request for "any and all
records" or "my entire file." Also, we will not disclose records unless you include the applicable date ranges where requested.

1. D Social Security Number
2. lg] Current monthly Social Security benefit amount
3. lg] Current monthly Supplemental Security Income payment amount

4. D My benefit or payment amounts from date _____ to date ____ _

5. D My Medicare entitlement from date _____ to date ____ _
6. D Medical records from my claims folder(s) from date _____ to date ____ _

If you want us to release a minor child's medical records, do not use this form. Instead, contact your local Social 
Security office. 

7. D Complete medical records from my claims folder(s)
8. D Other record(s) from my file (you must specify the records you are requesting, e.g., doctor report, application,

determination or questionnaire) 

YOU MUST PROVIDE PROOF OF YOUR BENEFIT AMOUNT 

YOU MUST PROVIDE PROOF OF YOUR BENEFIT AMOUNT 

I am the individual, to whom the requested information or record applies, or the parent or legal guardian of a minor, or 
the legal guardian of a legally incompetent adult. I declare under penalty of perjury (28 CFR § 16.41(d)(2004)) that I have 
examined all the information on this form, and any accompanying statements or forms, and it is true and correct to the 
best of my knowledge. I understand that anyone who knowingly or willfully seeks or obtain access to records about 
another person under false pretenses is punishable by a fine of up to $5,000. I also understand that I must pay all 
applicable fees for requesting information for a non-program-related purpose. 

*Signature: *Date:
--------------------------

*Address: YOU MUST PROVIDE PROOF OF YOUR BENEFIT AMOUNT

Relationship (if not the subject of the record): YOU MUST PROVIDE PROOF *Daytime Phone:
---------

Witnesses must sign this form ONLY if the above signature is by mark (X). If signed by mark (X), two witnesses to the signing 
who know the signee must sign below and provide their full addresses. Please print the signee's name next to the mark (X) on the 
signature line above. 

1.Signature of witness 2.Signature of witness
YOU MUST PROVIDE PROOF OF YOUR BENEFIT AMOUNT YOU MUST PROVIDE PROOF OF YOUR BENEFIT AMOUNT

Address(Number and street,City,State, and Zip Code) Address(Number and street,City,State, and Zip Code) 
YOU MUST PROVIDE PROOF OF YOUR BENEFIT AMOUNT YOU MUST PROVIDE PROOF OF YOUR BENEFIT AMOUNT 

Form SSA-3288 (07-2013) EF (07-2013) 
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