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OHIO HOME RELIEF IMPACT STATEMENT

I have experienced a COVID related hardship as follows:

| certify that all information on this form is true and correct to the best of my knowledge.

Name:

Address:

Phone:




Signature: Date:

CAA STAFF: Date:
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OHIO HOME RELIEF Release of Information Authorization

Agency Information

Name of Agency Name of Agency Contact

Date

Street Address City

State Zip Code

Phone Fax Number

Customer Information

Email Address

Name

Street Address City

State Zip Code

Phone

Email Address

| understand that the Community Action Agency needs to
receive information concerning myself and/or my family and is asking for my cooperation in this process.
I do give my consent to the agency/program listed above to release the following information for the

purpose indicated below.

Data requested from:

Landlord/Property Manager Name (Please print):
Phone:
Email:

Mortgage Financial Institution:

Account Number:

GCWW account number:

I understand this consent for release of information shall remain in effect for one year, unless | cancel my consent

prior to this agreement.

Client:

CAA Staff

Date

Date




