
pennsylvania 
DEPARTMENT OF HUMAN SERVICES 

CHILDLINE ANO ABUSE REGISTRY 
P.O. BOX8170 

HARRISBURG, PENNSYLVANIA 17105-8170 

CONSENT /RELEASE OF INFORMATION AUTHORIZATION FORM 
FOR THE PENNSYLVANIA CHILD ABUSE HISTORY CERTIFICATION 

I, ( ____________ ), hereby authorize the PA Department of Human 5evices, Childline to 

release my Pennsylvania Child Abuse History Clearance Information directly to ( n-tE ELLISON NURSING GROUP, LLC 
-ol~Ag«v:y 

). 

I understand that this information is confidential in nature pursuant to §6339 (relating to information in confidential reports) 

of the Child Protective Services Law (CPSL) (23 Pa.C.S Chapter 63) and is not otherwise to be released by 

( THE EWSON NURSING GROUP, LLC 

NaawdRequnllngl(/erq 

) without my expressed authorization or pursuant to Section 3490.126 of 

TrtJe 55 of the Pennsylvania Code which states this information is confidential and the requesting agency can be held 

aiminally liable for a breach of confidentiality related to release of this Information. I also understand that the 

aforementioned information will not be released directly to me ( ____________ )as stated 
,',j,pllcant1Hame 

on the Pennsylvania Child Abuse History Certification application. I understand that I will not receive a copy 

of my Pennsylvania Child Abuse History Certification directly from Child Line; however, I may request a copy of 

my Pennsylvania Child Abuse History Certification from ( n-tE ELLISON NURSING GROUP, LLC 
Namt dROQlllllin9 f'V:tq 

) upon written request 

I have read this Consent/Release of Information Authorization form and fully understand and agree to its content. I further 

understand and agree to all information and ramifications of the Pennsylvania Child Abuse History Certification application 

as it otherwise relates to this consent Further I understand that if I am listed in the statewide database for child abuse 

that my consent allows the result stating such Information to be shared with the agency/organization noted on next page. 

Pill• 1 ol l 

CY llll9 3115 



Please send my certificat;on result{s') to· 
Agency Name: THE EWSON NURSING GROUP, LLC 

Agency Street Address: 500 OFFICE CENTER DRIVE, SUITE 400 

Agency City, State. Zip Code: FORTWASHINGTON, PA 19034 

Doi• ~ Signature 

As the agency/organization representative, I understand that, except for the subject of a report, 
persons who receive this infonnation are subject to the confidentiality provisions of the CPSL 
and 55 Pa. Code, Chapter 3490 and are required to ensure the confidentiality and security 
of the information and are liable for civil and criminal penalties for releasing infonnation 
to persons who are not permitted access to this infonnation. I agree to receive and maintain 
this information in accordance with these requirements. 

Agency"s Represedalive Signature 

liOTE: IF THI! Pll!NHSYLVAHIA CHH.D ABUSE HISTORY CERTIACATI0/1 FOR#.1/APPUCATIOII (CY 11$) lS tlOT COl,,\PI.ETS) ACCURATELY 
OR If IT II IHCOMPI.ETE, THI! CY 11$ WILL 8e Rl!TUftHeD TO THI! APPLICANT AtJD HOT BACK TO A THIRD PARTY. 

Revised 12•29-16 
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