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Authorization and consent for Release and Disclosure Form

Dear Client:
This receipt is to protect you (our client) and our employee when the employee is performing authorized errands or bill paying duties as specified on the care plan. Any time money changes hands; the form must be completed, signed by both parties, and returned to the agency office by the employee with the employees’ timesheet. A copy will be provided back to you for your records. Thank you!

This release and authorization acknowledges Faith Staffing agency, Inc as a Home Care Provider. This form authorizes Faith Agency and any of its Home Health Aides or designated representatives to assist clients with the following:

· Cash Handling
· Food Stamps
· Credit Cards
· Medicare/Medicaid

Sincerely, 
Faith Staffing Agency, Inc.

I, _____________________________________, received $___________________________ for 
		(Employee signature)
the purpose of __________________________________________________________________

from ______________________________________________________________________________
					(Client/responsible party signature)

Employee must return all receipts and any change from tractions to the client/responsible parry. Please complete the section below when such activities have been completed.

The total cost of all purchases made/bills paid equals $ __________________________.
I have received $ _____________________________ in change. I have checked the purchases and receipts and accept the above accounting as correct.

___________________________________				________________________
(Client/responsible party signature)						Date


