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FROM THE AMERICAN PEOPLE






OFFICE OF SECURITY
MEDICAL AND MENTAL HEALTH RELEASE  AUTHORIZATION

The following statement is required by the Privacy Act of 1974

(Public Law 93-579,88 Statute 1896)

The information on this form is necessary to determine whether a candidate or an employee is medically cleared for employment or retention.  Executive Order 10450, issued April 27, 1952, as amended by Executive Order 10548, constitutes authority for requesting this information.  Failure to complete this form may result in refusal to employ a candidate or an employees separation. Disclosure of the information provided will not be made outside the Agency or Department of State without your written consent except (a) pursuant to applicable routine use listed under AID‑1, Foreign Service Employee Personnel Records; AID‑2, Civil Service Employing office Personnel Records; and AID-5, Medical Clearance and Health Records, or (b) when disclosure without the candidate's consent is authorized by the Privacy Act and provided in AID Regulation 15.  (A copy of the Privacy Act and Regulation 15, is available from Information and Records Division on request.)

I,      
, hereby  authorize and instruct any doctor, hospital, organization, or institution I have listed below to  release information and copies of extracts of medical and mental health records concerning my hospitalization, confinement, and/or treatment to the:

U. S. Agency for International Development

Office of Security

1300 Pennsylvania Avenue, Room 2.06A

Washington, D.C. 20523‑8800

This release is predicated on the understanding that the U. S. Agency for International Development, the Department of State, the Office of Personnel Management, or such other Agency of the U.S. Government authorized by the Office of Personnel Management, may consider or use such information, statements or records within the scope of its official duties and responsibilities, and for no other purpose whatsoever.

I hereby release any doctor, hospital, organization, or institution listed below and their officers, agents, and employees from any liability by reason of compliance or attempt to comply with this authorization.

	ADVANCE \d4PRINTED NAME:

ADVANCE \d4

	ADVANCE \d4ADDRESS:



	ADVANCE \d4DATE OF BIRTH:


	ADVANCE \d4TELEPHONE NUMBER:





NAME OF DOCTOR / HOSPITAL / INSTITUTION:      


ADDRESS:      

DATES OF TREATMENT / HOSPITALIZATION / CONFINEMENT:      


SIGNATURE :____________________________________________DATE ______________________________
AID 500-11 (04/06)

