Filling out PSA Release of Information Forms

Department of

Corrections

THESE FORMS ARE FOR BOTH CPA and FOSA PROGRAMS
DO NOT FILL OUT- THESE ARE SAMPLES

FORM DOC 02-363 DCYF — AUTHORIZATION FOR RELEASE OF INFORMATION

¢ D:e\? of DCYF - AUTHORIZATION FOR
sorrections RELEASE OF INFORMATION This form should be filled out
completely!!
Name (First, Middle, Last) DOC number Date of birth
Last known address City State  Zip code
Child(ren) name Date of birth Gender
Jane Ann Doe (First, Middle, Last) 01-01-2020 Female

Fill out the children’s names
completely- first, middle, and
last.

Have you been involved with Child Protective Services or welfare in Washington or another state?
ves [ No Ifyes, what state: Approx. date:

Has any child been involved with Indian Child Welfare in Washington or another state?
[ Yes [J No Ifyes, what state: Approx. date:

Have you been involved with Tribal Court or other tribal services in Washington or another state?
[ ves [JNo Ifyes, what state: Approx. date:

Give a brief description of the case:

Initial:
| allow any tribal and/or state child welfare/protection agency to disclose any level of
information they may have on me, my family and/or children, including but not limited to
founded (substantiated), unfounded (unsubstantiated), and “information only” referrals.

| allow the Department of Children, Youth, and Families (DCYF) andfor Department of
Corrections to re-disclose protected health and/or other information to mental health,
substance use disorder, and child welfare service providers.

I certify under penalty of perjury that the information provided in the attached documents are true and

accurate. Make sure you sign and date it!

Signature Date

The contents of this decument may be eligible for public disclosure. Social Security Numbers are considered confidential information and
will be redacted in the event of such a request. This form is governed by Executive Order 16-01, RCW 42 .56, and RCW 40.14.

Distribution: ORIGINAL - DCYF COPY - Case manager file
DOC 02-363 (Rev. 08/27/20) Page 1 0f 1 DOC 390.580, DOC 390.585
Date Created: 6/13/2025 Date Modified:  6/13/2025

Created By: Elliott, Lori M. (DOC) Modified By: Page | 1



Department of

Filling out PSA Release of Information Forms
Corrections

FORM DCYF 14-012 Consent for Release of Information

Consent for Release of Information

- ¥
g’ CHILDREM, YOUTH & FAMILIES

Motice to Clients: By signing this form, you are giving pemmission for DCYF and the agencies and individuals listed below to use and 1 “ 1 H T H
share confidential information about you. DCYF cannct refuse you benefits if you do not sign this form unless youwr consent is neaded o SeCtlon 1 - Cllent IdentIfICatlon
determine your eligibility. i you do not sign this form, DCYF may still share information abDut you to the avt==4 i wea oy law. Hm . .

it peease consult f1e DOYF Notice of Fill out as it states.

hawve questions about how DCYF shares client confidential information or your nriv=oss =2 iiey

B Pl g IDENTIFICATION NUMBER is
your Social Security number or
DOC number.

NAME DATE OF BIRTH IDENTIFICATICN NUMBER PHOMNE NUMBER

ADDRESS CITY STATE ZIP

OTHER INFORMATION:

Section 2: Consent
I consent to the use and disclosure of confidential information about me within DCYF and with those listed below to coordinate services.,

treatment, payments. and benefits for me or for other purposes authorized by law. Information may be shared verbally or in writing. . « 3
Please check all below who are included in this consent in addition to DCYF and identify them by name and address: Sectlon 2' Consent
O Health Care Providers: Th I b th t n d t b
O Mental Health Care Providers: eon y. 0X a ee S. 0 e
i o marked is the last one titled
o [Te= “Other.” You will need to putin
[ [ Seheol Disticts or Calleges: Department of Corrections-
[] | Sooal Security Adminish=Cgn or other Federal Agency: FOSA/CPA Alternative
1 | Ses fisened List
= | Jther {inciuding D'C YF contracfed providers or other stafe agencies): Department of Comections- FOSA/CPA Altemative
| authorize and consent to sharing the following records and information (check all that apply):
All =11 rd Healthcare infio P .
% Records om atached st H Treatment or carrr;a;:::s E Fm:.nst:;d employment history Under the par‘t that starts “I
O ©nly the following records O Indiwidual assets 0 School, education and training . ”
= . authorize and consent...”, you
I your client records include any of the following information. you must also complete this section to include these records. . “
[ Mental heaith [ Blood borme pathogens test results, diagnosis, or treatment  [] Substance Use Disorder (SUD) services Wl“ mark as fOIIOWS' A” my
Section 3: Signatures client records.”
This consent is valid for ] one year (] as long as DCYF needs records, or [Euntil Completion of FOSAMCPA Program __{date
or event).
- | may revoke or withdraw this consent at any time in writing, but that will not affect any information already shared.
«  lunderstand that reconds shared under this consent may no longer be protected under the laws that apply to DCYF.
- A copy of this form s walid to give my permission te share records. . . » .
: S Section 3- “Signatures” You will
Signature Data Agency ContactWitness Signature Date —_— X
; need to mark the box in front of
ParentiGuardian or Olher Representative’s Signature Date FParent/Guardian or Other Representatve Phone Number « oy .
if applicabe) {# sppiicable) until” and in the space put-
If | am not the subject of the records, | am authorized to sign because | am the {afhchgﬂr.uafu!aummj “Completlon Of FOSA/CPA

O Paremt [] Legal Guardian (sftach court onrder) [] Personal representative

MOBoE 10 meciplants of Informaton: If ihase records contain MfoNmaion SboLT HIoOEbome PAMogens, you may mol Turher disciose that InTorm=tion program

without the client’s specific permission. If you have recaived Information b0 drug or aicohol abuse by the client, you must Include the following
to you from records protected

statement when further disclosing Information as required by 42 CFR 2.32: “Thia Information has been discicasd
by faderal confldentiality rulea{-tz CFR parl 2] TllsTB-uelal rules prohibit you from mmng any further disciosurs nrlﬂla;m:nnaﬂnn I.Illlsﬂl;'
resas 8d by 42 CFR

further disclosurs ks ax| en consent of the person to whom it ins or as otherwilss parmil

COMEENT FOR RELEASE OF INFORMATION
DEYF 14-042 (REVWISED 5-2023)

Date Created: 6/13/2025 Date Modified: 6/13/2025

Created By: Elliott, Lori M. (DOC) Modified By: Page | 2



Filling out PSA Release of Information Forms

Department of

Corrections

FORM HCA 80-0001 Authorization for Release of Information

Washingten State
nealth Care W

Authorization for Release of Information

SECTION 1: Health Care Authority is authorized to release information or recordsabout

Lasst name, First name, Widdle initia Client |.0. or Social Security number

Beddres City State ZIP Code

Phane numbes
{ J

Reason/purpose for disclosure O At the request of theindividual
& Cther: Application for Parenting Sentencing Alternative

Specific information to be wed or disclosed (induding dates, if needed; attach additional pages if more space needed)

The following types of information must be specifically authorized. This autharization incudes infarmation about the following (check aff that
apply):

B Sexually tranimitted dissses

B0 HIAIDS test results, diagnasis, ar trestment

B Mental health

B Chemical dependsncy reatment

Natice to those receiving information: If these recards contain information about HAIDS, sexually transmitted diseases, or drug oralcobol
abuge, you may nat further disclose that infarmation under federal and state law without specific permigsion from the person and meeting specific
bagal requirements.

This authorization will expire in 180 days from the date signed below or on {give date or event] Release from Dept of Corrections |

Section 1 - Fill out as stated.

Under “Reason/purpose for
disclosure”

- Mark the “other” box and write
“Application for Parenting Sentencing
Alternative.”

Under “The following types....”
- Mark all four boxes

Under “This authorization will

expire...”
SECTION 2: Person or organization authorized to receive information or records - Write “Release from Dept of
Hame Phane number . »
noc | L Corrections.
Address City [ tate | 2P Cede
| —
SECTION 3: Signature Section 2 — You can just write “DOC”

| b resaet el understand thee follewing statements shaut myrights
+ | ity cante| this authorization at any time befare the expiration date or event rated above by notiying the Health Care Autharity in
writing, Thee cancellation will et affact any information either received or ghven by the Health Cars Authority bafore the cancellation natice
Wik rcaiyed,

-

| iy e and oy the information described an this boem if | adk For it

-

lam not required to sign this form bo receive health care benefits, such as erollment, treatment, ar payment. [P do nat sign this form,
the Health Care Authority may not relese my infarmation to any person or organization except those needed to determine my continued
coverage, eligibility and enaroliment, ar as allowed by,

The parson ar organization that | authorize t receie infarmation about me might share it with anather person ar organisation, and it
might not bee protected under the laws that apply to HCA.

Thit Apple Hesalth Natice of Privacy Practices and UMP Notice of Prvacy Practices are available unosrequast by calling |844) 284-2149 or at
wiw. b v o) pages fprivacy. aspx,

-

-

Sigraturs of enrollee or enrolle’s representative Dute
Form must be completed before sigring. If signed by representative
provide pover of attormey or proof of guardianship.

Printed name of enrolee's e prae nkative Relatianship ta enrollee

Provide copy of power of attorney or guardian papers.

Please return completed form to:
If Washington Apple Health (Medicaid) or CHIP - Health Care dutharity, PO, Bax 45534, Olympia, W 98504-5509 or fax to 360-507 9068
If PEBE Pragram member - Health Care Autharity, P.O. Bax 42684, Ghympia, W G8804-2684 ar Fax ta 360-T25-0771
IF subragation - Health Care Autharity, P.0. Bou 45561, Olymaia, WASES04-5561 or Fax ta 360-753-3077

HCA B0-0001 (12/16)
Date Created: 6/13/2025 Date Modified: ~ 6/13/2025
Created By: Elliott, Lori M. (DOC) Modified By:

under NAME and nothing else needed
in this section.

Section 3 — Sign and date

Page | 3



Filling out PSA Release of Information Forms

Department of

Corrections

Form DCYF 17-063 Authorization

", WASHINGTON STATE
i Department of
_\/ Children, Youth, and Families

Authorization

AUTHORIZATION TO DISCLOSE DEPARTMENT OF CHILDREN, YOUTH AND FAMILIES (DCYF) RECORDS OF:

NAME, LAET FiRaT MIDOLE DATE OF BIRTH

The following information may help in locating FORMER NAMES
reconds
CLIENT DENTIFIGATION NUMSER GTHER [DENT FIGATION NUMBER

M4 MIA

DATES OF BERVIGE

Ni&

LOGATION OF SERWIGE

NI&

DISCLOSE TO:

NALIE, LAST FIRAT MIDDLE TILE
PSA

CROANZATION OR BUSINESS NAME IF AFFLICABLE
Department of Corrections

ADDREZ3 CITY GTATE ZF GODE

PO Box 41127 Olympia WA 98504

TELEFHONE NUMEER (INCLUDE AREA CODE) FAX NUMBER (HCLUDE AREA CODE)
360-725-8858

E-MAIL ADDREES
DOCPSAkemative@doc1.wa gov

REASON FOR DISCLOBURE (NOT REGUIRED)

Consideration for the placement in CPA/FOSA programs

AUTHORIZATION:

SOURCES: | authorize the following DCYF programs to disclose or give access to confidential information about me as
described below. Information may be provided verbally or by computer data transfer, mail, fax, or hand delivery.

The following programs only (check all that apply):
[0 Juvenile Rehabilitation programs W Al my client records
[0 Other confidential records held by parts of DCYF marked abave [0 Records on the attached list
O Personal information in employment-related records O The following records only: Other:
W Al parts of the Department of Children, Youth, and Families (DCYF)

BECORDS: | authorize the following DCYF records to be disclosed:
[ Client records held by parts of DCYF marked above All my client records
[] Other confidential records held by parts of DCYF marked above [] Records on the attached list
[ Personal information in employment-related records [ The following records only:

I'want to limit the records to be disclosed as follows (by date, type of record, etc.):

PLEASE NOTE: If your client or other confidential records include any of the following information, you
must also complete the below section to allow disclosure of these records.

SPECIAL RECORDS: | give my permission to disclose the following information held in DCYF records (check all that apply):
[0 HIVIAIDS and STD test results, diagnosis or treatment records (RCW 70.02.220)
[] Mental health records (RCW 70.02.230 or 240)
[ Chemical Dependency (CD) records (42 CFR Part 2)

* This permission is valid for 150 days or unti] === (date or event, if not checked, will be 180 days).

= | may revoke or withdraw my permission in writing at any time, but that will not affect information already produ. -

* | understand that my records may no longer be protected under the laws that apply to DCYF after this they are produced.
= A copy of this form is valid to give my permission to disclose records. DCYF may charge to provide copies of its records.

AUTHOREZED BY [21GNATURE) DATE EIGNED TELEPHONE NUMEER (INCLUDE AREA CODE)

FRINT NAME T WITNEGENOTARY (31N AND FRINT MAME, I7 APFLIGABLE]

If | am not the person wha is the subject of the reconds, | am authonzed o sign because | am the: (attach proof of authority)
[ Parent of minor [] Legal Guardian [] Perscnal Representative [] Other

MNotice to those receiving information: If these records contain information about HIV, STD's, or alcehol or drug abuse, you may not

further disclose that information under federal and state law without specific permission of the subject and meeting specific legal
requirements.

AUTHORIZATION Page 10f2
DCYF 17-063 {rev.01/2019) INTIEXT

Date Created:
Created By:

6/13/2025
Elliott, Lori M. (DOC)

Date Modified:
Modified By:

6/13/2025

Under “Authorization to Disclose
Records of:”

- Please fill out your name and date of
birth.

Under “Disclose To:”
Please fill out as shown here.

Under “Authorization:”
- Mark all the boxes as shown here.

Under “This permission is valid...”

- Mark the box in front of “until” and
write- “completion of CPA/FOSA
program.”

- Sign and date, add telephone number,
and print name.

Page | 4



Filling out PSA Release of Information Forms

Department of

Corrections

FOSA PARTICIPANTS ONLY FOR THIS ONE

FORM DOC 14-029 MENTAL HEALTH/CRIMINAL JUSTICE SYSTEM MULTI-PARTY AUTHORIZATION

FOR RELEASE OF INFORMATION

MENTAL HEALTH/CRIMINAL JUSTICE SYSTEM
MULTI-PARTY AUTHORIZATION FOR
RELEASE OF INFORMATION

Consent for the release of confidential information about mental health and Substance Use Disorder
(SUD) treatment.

I, authorize the Department of Corrections and the following:

Department of

Corrections

Mental health treatment SUD Professional: E;gglsd:;r?fgrg'rg;asl-lg;'stems
[EEnaer collaboration:

Mame: Mame: Mame:

Phone: Phone: Phome:

Address: Address: Address:

to communicate with and disclose to one another the following information. The client must initial each
type of information authorized.

Department of Comrections:
@ Pre-Sentence Investigation

UD treatment:
EI Assessments and treatment plans
| Judgment and Sentence ] Treatment history and progress reports
B Criminal history B Treatment discharge summaries
[®] Risk assessmenticontinuous case management tools ] Treatment continuing care plan
Compliance with supervision m Treatment compliance reports (requested by the

Conditions of supervision Department)
Mental health assessments Reguest to SUD Professional for an assessment
Violations of terms of a court ordered treatment Involuntary treatment history/records (RCW 71.05)

Mental health treatment: Other:

[X] Treatment discharge summaries [X] violations of a treatment crder or condition of

B Treatment history and progress reports supervision related to public safety

Bd Inveluntary treatment history/records (RCW 71.05) [£] information about a petition for involuntary commitment
E Intake and treatment plans

B Psychological evaluations

B Psychiatric evaluations

[ Forensic discharge review (state hospital)
E Treatment discharge summaries

The purpose of the disclosures authorized in this consent is:

{1) To improve public safety by allowing communication and multidisciplinary case management and releass
planning.

(2) To enable treatment providers to communicate continuing care plan refemrals to the above agencies.

| understand that my alcohol and/or drug treatment records are protected under the federal regulations
goveming Confidentiality of Substance Use Disorder Patient Records, 42 Code of Federal Regulations (CFR)
Part 2, and the Health Insurance Portability and Accountability Act of 1996 (HIPAA), 45 CFR, Parts 160 and
164.

| understand that this authorzation will remain in effect for the duration of my Department supervision unless
revoked prior to that time. | also understand that | may revoke this consent at any time except to the extent
that action has been taken in reliance on it, and that in any event this consent expires automatically as follows:

O There has been a formal and effective termination or revocation of my release from confinement, probation,
or parole, or other proceeding under which | was mandated to treatment, or

Specify other time when consent can be revoked andfor expires.

DOC 14-029 (Rewv. 07/17/23) E-Form Page 1 of 2
Scan Code SD14

DOC 310,100, DOC 380.350,
DOC 390.580, DOC 320.580

I understand that | might be denied services if | refuse to consent to a disclosure for purposes: of treatrment,
payment, or health care operations, if permitied by state law. | will not be denied services if | refuse to consent
to a dischosure for other purposes.

Mame Signature Drate
DOC numiber Date of barth Initials.
Parentiguardian if chent is under age 18 Sagnature Date
The reccds imed hersin are pr bry Federal C i

L jons 42 CFR Part 2. The Federal reles prohilbit Sarter
disciosure of this information be partes outside of the Department of Corrections. unbess such is expressiy med by
writhen consent of the persom to whom it pertains or as otherwise permitied By £2 CFR Part 2.

Distrbution: ORIGIMAL - Imaging ke  COPY - Signes

DO 14-029 [Rew. OTMT23) ESF ormy Page T of 2 DOC 310,100, DOC 3800350,

Print name here

Mark boxes like this!

Fill out page 2 completely.
Print name, sign, and date
If you do not have a DOC

number or you do not remember
it, you can leave it blank.

Scan Cods SD14

DOC 350 560, DOC 350 580

Date Created: 6/13/2025
Created By: Elliott, Lori M. (DOC)

Date Modified:
Modified By:

6/13/2025

Page | 5



Filling out PSA Release of Information Forms

Department of

Corrections

THIS LAST TWO ARE FOR CPA ONLY

FORM DOC 14-172 SUBSTANCE ABUSE RECOVERY UNIT COMPOUND RELEASE OF CONFIDENTAIL

INFORMATION

Department of

Corrections

WASHINGTON STATE

SUBSTANCE ABUSE RECOVERY UNIT COMPOUND
RELEASE OF CONFIDENTIAL INFORMATION

Name: DOC number:
Agency(s) making disclosure: Washington State Department of Corrections- Substance Abuse Recovery Unit s
\ TYPE OF INFORMATION TO BE DISCLOSED/REDISCLOSED _i

PJ Assessment summary P4 Discharge/transfer summary

[] Compliance/noncompliance reports [X] Other: Verbal communication related to
treatment admit. participation and discharge to include after care recomendations.

[] Treatment admission/participation/attendance status

[] Third-party release of assessment information, results, and treatment recommendations:

Agency Date completed
\ PURPOSE FOR USE AND/OR DISCLOSURE/REDISCLOSURE |
I Participant request
B Treatment compliance B Legal
Xl Mutual exchange of information ] Other:
\ RECIPIENT OF PROTECTED HEALTH INFORMATION |
Recipient(s), including any title, institutional class, group, or other affiliation, to disclose to or receive from (must
include address, fax, and/or email address for recipient):
<] Prison Rape Elimination Act (PREA) reporting and investigations
PJ Washington State Department of Corrections
Xl Washington State Department of Health (e.g., audits, PREA investigations)
<] American Behavioral Health System
] Court:
] Judge:
[] Prosecuting/Defense Attorney:
[] Treatment agency:
[ Other: Community Parenting Alternative (CPA) Screening Committee: Washington State Department of Youth

and Families, Department of Social and Human Services — Child Support Division, Department of Social and
Human Services — Economic Services, Washington State Juvenile, Rehabilitation Administration,

\ REVOCATION, REDISCLOSURE, DURATION |

| understand that this authorization cannot be revoked by me. | understand refusing to sign this agreement will
result in a denial of services and will be considered failure to program, which may lead to a custody level demotion.

B4 Continuity of substance use disorder treatment

This consent expires automatically when there has been a formal and effective termination/revocation-sf+nyeiease

from confinement, probation, parole, or other proceeding under which.L.was-miaiidated treatment, or 60 days
following discharge from treatment, or 90.days-froirthe date of this signed consent, whichever is later.

It 1 am requesting release of information to a non-criminal justice entity (e.g., family member, Department
of Licensing, Department of Social Health Services). | understand | may revoke this consent at any time
except to the extent that action has been taken in reliance on it or 60 days following discharge from
treatment.

\ AUTHORIZATION |

| understand that my records are protected under federal regulations governing confidentiality of Alcohol and Drug
Abuse Records, 42 CFR Part 2, and cannot be further disclosed without my written consent unless otherwise
provided for in the regulations. | have been provided a copy of this form.

Signature Date of birth Date
Employee/contract staff Signature Date
DOC 14-172 (Rev. 09/03/24) Page 1 of 2 DOC 280.500, DOC 480.700, DOC 390.585,

DOC 490.820, DOC 480.850, DOC 580.000, DOC 580.655

Date Created:
Created By:

6/13/2025
Elliott, Lori M. (DOC)

Date Modified:
Modified By:

6/13/2025

Fill out your name and DOC
number at the top.

Under “Agency making disclosure:”
-Add “Washington State
Department of Corrections-
Substance Abuse Recovery Unit”

Please mark all boxes as shown

Under “REVOCATION,
REDISCLOSURE,
DURATION’

-Initial that one line.

Under AUTHORIZATION,

-Sign, birth date, and date.

- The bottom signature should be
signed and dated by your
counselor or the staff member that
is helping you out with the form.

Page | 6



Filling out PSA Release of Information Forms

Department of

Corrections

FORM DSHS 17-063 Authorization

i

Authorization Under “Authorization to Disclose
mo mﬁnn TO DISCLOSE DERS RECDRDFS;RC;I:_: — | E— Records of:
The following Infemmation may help In locating rEcors FORMER NANES - Please fill out your name and date of
CLIEHT IDENTIFICATION NONEER, | OTHER IDENTIFIGATION NUWEER. | DATES OF SEFWICE TOGATION OF SERVICE birth.
MIA MNA MIA A
ﬁ'aﬁmfag: FIRST MODLE TnE Under “Disclose To:”
NIA NA NA N/A - - Please fill out as shown here.

ORGANIZATION OR EUSINESS NAME IF APPLICABLE
Department of Corrections- Parenting Sentencing Alternatives

ADDRESS CITY STATE ZIF CODE

PO Box 41127 Olympia WA 98504
TELEPHONE NUMEER (INCLUDE AREA CODE) | FAXNUMBER (INCLUDE AREA CODE) E-MAIL ADDRESS

360-725-8858 /A DOCPSAltematives@DOC1.WA GOV

REASON FOR DISCLOSURE (NOT REQUIRED)

Consideration for placement in CPA/FOSA programs

AUTHORIZATION:
SOURCES: |authorize the follow ing DSHS programs to dsclose or give access fo confidential information about me as described below . “« . . o
Emdﬂn may be provided verbally or by computer data fransfer, mail, fax, or hand delivery. U nder AUthorlzatlon .
The fllow i ams cnly (check 3l that T
O aehauﬁam Aanmmnn .;BHA}E‘W' B Community Services (G50 - public assistance) - Mark all the boxes as shown here.
|4 Chid Support (DCS) [0 Home and Community Services (HCS)
[0 Developmental Disabifties (DOA) [ Residential Care Services (RCS)
[0 Vocational Rehabiltation (W R) [ State Mental Health Institutions {ESH, WSH, CSTC)
O Special Commitment Center (S0C) [ Human Resources and Payroll
O Other:

[ Al parts of the Department of Social and Health Services (DSHS)
BECORDS: | authorize the follow ing DSHS records to be dischsed:

kA Client records held by parts of D3HS marked above [ Allmy clent records
|4 Other confidential records held by parts of DSHS marked above [ Records on the attached list
4 Personal information in employment-related records O The foliow ing records only: N/A

| w ant to limit the records to be disclosed as follow s (by date. type of record, etc. ) A
[0 1amnot asking that records be disclosed at this time. Please place this authorization in my clent file.

PLEASENOTE:  If your client or other confidential records include any of the following information, you must also
complete the below section to allow disclosure of these records.
SPECIAL RECORDS: |gve my permission to disclose the folow ing information held in DSHS records (check all that apply):
[0 HVIADS and STD test results, diagnosis or treatment reconds (ROW 70.02.220)
[0 Mental heakh records (ROW 70.02 230 or 240)
[0 Substance Use Discrder records {42 CFR Part 2)

= This permission & vaid far 180 days or [7] unfiscugletonof cPaFosA wogne{date or event,  not checked, wil be 180 days). Under “This permission is valid...”

* | may revoke or withdraw my permission in w riting at any fime, but that wil not affect infermation already produced. - H L] Hid

® |understand that my records may no longer be protected under the law s that apply to DSHS after this they are produced. Mark“the bOX _In front Of Untll and

* A copy of this forms valid to give my permission to dsclose records. D5HS may charge to provide copies of its records. erte- com pletlon Of CPA/FOSA

AUTHORIZED BY (SIGNATURE) DATE SIGNED TELEPHONE NUMEER | AREA CODE) prog ram _”

PRINT NAWE WITNESSNCTARY (SIGH AND PRINT HAWE, IF APPLICABLE) - Sign and date, add telephone number,

and print name.
[ | amnot the person wha is the subject of the records, | am authorized to sign because | am the: (attach proof of authority)

[ Parent of minor [J Legal Guardian O Personal Representative O otner:

Motice to those receiving information: If these records contain information about HIV, $TDs, or alechol or drug abuse, you
may not further disclose that information under federal and state law without specific permission of the subject and

meeting specific legal requirements.

AUTHORIZATION PAGE10OF 2
DEHS 17063 (REV. 1212013

IF YOU HAVE ANY QUESTIONS OR CONCERNS, PLEASE REACH OUT TO THE UNIT FOR HELP.
DOCPSAIternative@doc1.wa.gov

Date Created: 6/13/2025 Date Modified: 6/13/2025
Created By: Elliott, Lori M. (DOC) Modified By: page | 7


mailto:DOCPSAlternative@doc1.wa.gov

	THESE FORMS ARE FOR BOTH CPA and FOSA PROGRAMS
	Form DCYF 17-063 Authorization
	FOSA PARTICIPANTS ONLY FOR THIS ONE
	THIS LAST TWO ARE FOR CPA ONLY

