	King County Superior Court

Family Treatment Court

1211 E. Alder, Room 362

Seattle, WA 98122

206-205-9340

Please submit to Cathy Lehmann, Intake Coordinator 
Room 362 or Room 426 
Phone: 205.9541

FAX:  206-205-9739

Email: Cathy.Lehmann@kingcounty.gov
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	Referral Status (to be completed by FTC Program Staff)

	 FORMCHECKBOX 
 Eligible and willing to participate

Has medical coupon (specify type) 
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