




Schoharie County 
Office of Legal Defense of Indigents 

PO Box 531 

Schoharie, New York 12157 

Tel: (518) 295-8740        Fax: (518) 295-8750 

Administrator        Legal Assistant 

Suzanne Hayner Graulich, Esq.      Kayla Redmond 
 

If you are unable to provide proof of income, please use this page to further explain your financial 

circumstances. Be sure to include the date and your signature. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Proof of Need-Based Assistance: SNAP/HEAP/TA/Medicaid SCACP.DSSRELEASE.1122 

Schoharie County  
Office of Legal Defense of Indigents 
PO Box 531 
Schoharie, New York 12157 
Phone: (518) 295-8740; FAX (518) 295-8750 
 

RELEASE OF CONFIDENTIAL INFORMATION 
 
 
I, _________________________________________________ authorize, 
 

 the Schoharie County Office of Legal Defense of Indigents to OBTAIN FROM the 
Schoharie County Department of Social Services 
 

AND 
 

 the Schoharie County Department of Social Services to RELEASE TO the Schoharie 
County Office of Legal Defense for Indigents 

 
The following information: 
 
An award letter, notice, decision, or other proof of current eligibility for need-based public 
assistance such as: (check all that apply) 
 
□ SNAP - New York State Supplemental Nutrition Assistance Program  
□ HEAP - New York Low Income Home Energy Assistance Program  
□ TA – New York Temporary Assistance 
□ Medicaid 
 
 
I understand that my records are protected under state and federal confidentiality regulations and 
cannot be disclosed without my written release unless otherwise provided for in the regulations.  I 
also understand that I may revoke this release at any time except to the extent that action has been 
taken in reliance on it and that in any event this release expires automatically as described below. 
 
I understand that the information used or disclosed as a result of this signed document may be 
subject to redisclosure by the recipient and may no longer be protected by federal or state law. 
 
This release of information will expire six months from the following date of execution of this 
release: 
 
 
Executed this _____________ day of ______________________, 20_______. 
                 month 
 
_____________________________________     _____________________________________ 
 Signature of Applicant or Legal Representative          If Legal Representative, describe relationship 
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