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Authorization for Mutual Exchange of Confidential Information
King County MIDD Wraparound represents an effort to implement system collaboration on behalf of at-risk children and youth within the boundaries of King County through the on-going efforts of families, their supports, local child serving agencies and school districts. The purpose of this form is to allow the mutual exchange of information between the King County MIDD Wraparound Delivery Team, families, child serving agencies, schools, and/or other individuals pertaining to:

Name: __________________________________ Date of Birth: ____________ Age: ______
Information so authorized includes all information necessary for the administration of MIDD Wraparound in coordinating a planning process leading to an individualized care plan and development of a child and family team. Information is not limited to medical, social, psychological, behavioral, academic, family, and treatment history.
The specific purpose of this exchange of information is as follows: _____________________
___________________________________________________________________________

Agencies and persons involved will be asked to participate on the child and family team. The following persons/agencies are currently involved with the youth and family and/or have requested to participate on the team.

_______________________________                    __________________________________

_______________________________                    __________________________________

_______________________________                    __________________________________

_______________________________                    __________________________________

_______________________________                    __________________________________

I hereby give my permission to exchange information pertaining to my child. I understand this information is confidential. To revoke this authorization for release of information, I must do so in writing. This release expires at discontinuance from MIDD Wraparound unless otherwise specified here:  EXPIRES _____________________________________________________________ 

Parent/Guardian Signature: ________________________________ Date: _______________

Youth (13+ years) Signature: _______________________________Date: _______________

Witness Signature: _______________________________________ Date: _______________
MIDD Wraparound
  King County MHCADSD

401 Fifth Avenue, Suite 400, Seattle, WA 98104

FAX: 206-205-1634     Phone: 206-263-8957
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