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I revoke the Authorization submitted to County Programs as ___________________________________ 
                                                            DATE               

 

This Revocation does not affect any disclosures made prior to receiving this Revocation. This 

Revocation does not change the information that may be shared under State or federal laws 

without my consent.  

 

_______________________________________________________________________________________________________ 
CLIENT NAME   

 

______________________________________________________________________________________________ 
CLIENT OR RESPONSIBLE PERSON SIGNATURE                                                            DATE               

   

If this Authorization is signed by a person other than the client, please indicate the relationship: 

______________________________________________________________________________________________________ 
NAME      RELATIONSHIP TO CLIENT 

 




