
18537 1st Ave S. Suite B 
Normandy Park, WA 98148 
P:425-390-4677 
F:206-858-9754   
TransformativeCFS.com 
 

Release of Information    
      Date: _______________ 

 

Patient name: ____________________________ DOB: _____________ 
This is to authorize that the information specified below regarding the above named person be disclosed  

between _______________________________ of Transformative Counseling and Family Services and: 

 

Name: __________________________________ 

Organization: _____________________________ 

Address: _________________________________ 

_________________________________________ 

Phone: ___________________________________ 

Fax: _____________________________________ 

 

Information to be disclosed: 

 Medical _______________________________________________________________ 
I understand my records may contain information regarding testing, diagnosis or treatment of STD, HIV or AIDS. I give my 
specific authorization for records to be released.  (RCW 70.24-105) 

 Mental Health __________________________________________________________ 
 Chemical Dependency ___________________________________________________ 

I understand my records may contain information diagnosis or treatment for drug or alcohol abuse. I give my specific 
authorization for records to be released. (CFR 42, Part 2) 

 School ________________________________________________________________ 
 Legal _________________________________________________________________ 
 Other _________________________________________________________________ 

For the purpose of _____________________________________________________________ 

 

I understand that my records are protected under Federal and State Law and cannot be disclosed without 
my written consent unless otherwise provided for by law. My consent automatically expires/ terminates 
upon completion of treatment. I understand that I can revoke my consent at any time ept to the extent 
that action has been taken in reliance on it.  
I acknowledge that the information to be exchanged and released was fully explained to me, and I hereby 
consent to it. 
 
Patient Signature____________________________ Parent/Guardian Signature ___________________ 
Date: ______________________         Date:___________________ 


