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ILLINOIS DEPARTMENT OF VETERANS’ AFFAIRS

833 S. SPRING ST.

SPRINGFIELD, IL 62794

	REQUEST AND CONSENT TO RELEASE INFORMATION FROM CLAIMANT’S RECORDS

	TO
	DEPARTMENT OF VETERANS’ AFFAIRS

833 S. SPRING ST.

SPRINGFIELD, IL 62794

FAX: (217) 782-4161
	NAME OF VETERAN (TYPE OR PRINT)



	
	
	SERVICE NO.


	SOCIAL SECURITY NO.
	DATE OF BIRTH

	BRANCH OF SERVICE
	DATES OF SERVICE
	HOME OF RECORD (CITY AND STATE)
	PHONE NUMBER OF VETERAN

	ADDRESS OF VETERAN

	 VETERANS’ REQUEST

	I hereby request and authorize Illinois the Department of Veterans’ Affairs to release the 

following information from the records identified above to the organization, agency, or  

individual named hereon.  

	SEND TO THE ABOVE ADDRESS ALONG WITH A COPY OF A VALID FORM OF IDENTIFCATION (i.e., Driver’s License, State ID, Military ID, or Medicaid Card)


	NAME

	INFORMATION REQUESTED (Number each item requested and give the dates or approximate dates – period from and to – covered by each.)

	PURPOSE (S) FOR WHICH THE INFORMATION IS TO BE USED.



	SIGNATURE AND ADDRESS OF CLAIMANT, OR FIDUCIARY, IF CLAIMANT IS INCOMPETENT



	PHONE
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