KING COUNTY SUPERIOR COURT

FAMILY TREATMENT COURT

1211 East Alder Street Seattle, WA 98122 (MS YSC-YS-0100) 


CONSENT OF RELEASE / EXCHANGE OF CONFIDENTIAL INFORMATION

I authorize the following entity from: ______________________________________________                 Name of Patient:______________________________ Date of Birth:______________________
For health care provided beginning:_______________ and ending:_______________________
The Purpose of this disclosure is:___________________________________________________
Expiration of Authorization:
This authorization expires on:______________________ (date) OR when the following events occur:_____________________________(state when you want to stop disclosing information based on this authorization).  I (the client) may revoke this authorization in writing at anytime.
Verbal
and/or

Written Information to be Disclosed:
PLEASE CHECK ALL APPROPRIATE BOXES:
· ALL MENTAL HEALTH TREATMENT AND ASSESSMENT/EVALUATION RECORDS

· SUMMARY OF MEDICAL HISTORY/TREATMENT

· LABORATORY/DIAGNOSTIC TESTS

· DISCHARGE SUMMARY

· CONSULTATION

· PSYCHOLOGICAL EVALUATIONS
· PSYCHIATRATRIC EVALUATIONS
· OTHER:_______________________________________________________
I understand the information in my health record may include sensitive information relating to my condition.  These may include sexually transmitted disease, acquired immunodeficiency syndrome (AIDS), or human immunodeficiency virus (HIV).  My health record may also include sensitive information about behavioral or mental health treatment and treatment for alcohol and drug abuse.
          I give my specific permission to release and exchange information between this agency [Assessment Provider/Treatment Provider/Hospital] and the King County Superior Court, Family Treatment Court, including its personnel and all members of the Family Treatment Court Team which includes employees from the Division of Children and Family Services, the Washington State Attorney General’s Office, Valley Cities, Court Appointed Special Advocate and the Office of Public Defense regarding the following information.
By signing this page, I acknowledge that I have read and agreed to the terms on this form.
Signature:__________________________________________Date:​​​​​______________________
Signature of Witness:_________________________________Date:______________________















