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PROVIDER TRAINING  

 COMPLETE A RELEASE OF CONFIDENTIAL INFORMATION FORM  
     

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

   

Please enter the 
member’s name, 

DOB and SSN 

Please enter the 
member’s legal 

guardian’s name 
Please enter YOUR 

AGENCY NAME 
and address. 

Please enter 
KEPRO, 400 

Technology Way, 
Scarborough, ME 

04074 

Please enter 
YOUR AGENCY 

NAME and 
address 

Place a check 
mark next to the 

information 
intended to be 

shared between 
your agency and 

KEPRO Place a check 
mark next to the 
intended purpose 

of sharing the 
information 

between your 
agency and 

KEPRO 

Please enter the 
expiration date of 

the release 

 

Please have the 
member or legal 

guardian sign and 
date the form 
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