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	REQUEST FOR CLIENT INFORMATION WITHOUT AUTHORIZATION
King County Behavioral Health and Recovery Division
The Chinook Building
401 Fifth Avenue, Suite 400
Seattle, WA  98104

	Client Name:
	
	

	Previous Name:
	
	

	Date of Birth:
	
	

	KCID:
	
	

	
	
	

	Note: If information is requested on a group of individuals, use the space above to describe in detail the group.



I am requesting the following information:

	Information:
	

	

	

	

	

	



	Purpose:
	

	

	

	

	

	



	[bookmark: _GoBack]This request is allowed by: (Cite the BHAB P&P or State/Federal law/regulation. Be aware that a law/regulation allowing a disclosure may be overridden by a more stringent privacy law/regulation. If possible, list all relevant citations.)

	

	

	



I agree that, if provided with the above information, the information will be used for no other purpose.

__________________________________________	________________
Signature of requester						Date

Organization							Phone










	
FOR INTERNAL USE ONLY:

Date Received:______________

[bookmark: Check1][bookmark: Check2]Request has been  |_| Accepted     |_| Denied

If denied, check reason(s) for denial:
[bookmark: Check5]  |_|  The information is not in BHRD records.
[bookmark: Check6]  |_|  Client authorization is required.

Comments: ____________________________________________________________

_____________________________________________________________________

Staff person processing request: ___________________________________________

Date: _________________________________________________________________




