OFFICIAL RECORDS

STATE OF WASHINGTON
DEPARTMENT OF SOCIAL AND HEALTH SERVICES
QFFICE OF SUPPORT ENFORCEMENT {OSE)

NOTICE AND STATEMENT OF LIEN

{RCW 74.20A)
VoL
The Department of Sodial and Health Setvices {DSHS) claims that Misipati S. Bird
social security number , date of birth _ owes 2 debt for past-c
DSHS files a lien in the amount of 5 ___13036.86 in Benton < County

1. = All real and personal property of the above-named debtor (except r( al Trust property)and/on

’

2 O The property described below.

-‘ﬁsen tative
F SUPPORT ENFORCEM:NT

State of Washington )

County of Eenton

1 certify that C._Johzmson appeared before me and is known to me as the
individual who signed the above.

Notary Public

_ S te -5

My appointment expires

NOTICE AND STATEMENT OF LIEN i{FG REL:08/04)
DERG 525 [Rov 12920 11394:950330: 100020}
838034

+,
o, 78,



2601-033840

Page: 1 ef 1
mzmmn m a7p

L
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DIVISION OF CHILD SUPPCRT
500 N MORATN $2210
PO BOX 5550
KENNEWICK VA 99336-0550
STATE OF WASHINGTON
DEPARTMENT OF SOCIAL AND HEALTH SERVI
DIVISION OF CHILD SUFPORT (DCS)
RELEASE - PARTIAL RELEA i

Recording number; 95_7109
Volume numbers Q00626

Page number: 00001184

Grantor or Creditor: The Department of Social and Health Service

Grantee or Deblor; Migipati 8. Bird , dlso known as or
doing business as: SEMI BIRD ,

1 Only the portion of the lien identifi OV plies to the following property,

The Diviston of Child Support (DCS) filed the leg'ide with the Benton

County Auditor on April 04, 1995

[2 The lien identified above in full.

&

D. Looais

Authorized Representative
DIVISION OF CHILD SUPPORT
(509) 3742000
Telephore Number

October 24, 2001

{F@ REL:02/2000)
(A0 AL102: 13722}
B38084/2663




97 23384
FILED BY
Sep 16 12 26 PY '97 B

BRpag JA‘)‘I"‘"
Hr.HTDH TOUNTY, ANDITOR )

DIVISION OF CHILD SUPPORT VoL 6’7/3?1!&\ QB >
500 N Morain, Suite 2210

PO Box 5550, MS: L3-3 ‘

Rennewick Wa 99336-0550

<\
STATE OF WASHINGTON
DEPARTMENT OF SOCIAL AND HEALTH S RWCES
DIVISION OF CH!LD PPORT (DCS) I

NOTICE AND STATEN\N\OF LIEN
Grantor or Debtor: Misipati §. Bird -

DOB

Grantee or Creditor: The Department of(5¢ ngh Z@\lﬁé (DSHS).

tegal Description: \\
S \

(=

Assessor's Property Tax v;{@ AcscungN mp_é'r:/

NN "
DSHS claims that the e%toﬁ'named abo\'e??es past-due child support. The Division of Child
Support (DCS) fifes a leﬁxﬁ&:‘,&m}u{of 9,869.71 in Benton Cownty County omn:

[d All real and personatpr
H"\

{1 Only the pro e{rtfﬂesx;n’bﬁd irrthe Legal Description section above.

)

Septembef’q‘l“,\ 1 P. Jones

Date ( . \ Authorized Representative

(\ DIVISION OF CHILD SUPPORT
e \
\

/\\

& ; of thé)debmr named ahove except Tribal Trust property.

(509) 734-7200
Telephone Number

In rep refer to

C : B38094
\ (FG REL 12/86)
‘HCE, S}MIMI'M Of LIk {1818 870911 "32783;

\\} SHS 115252 AREV. 01519963 838084/3457
S~ Y
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2001-p33839
Page: 1 of 1

1012972001 21:37F
Benton County

S

DMVISION OF CHILD SUPPORT

500 N MORAIN $2210

PO BOX 5550

RESREWICK WA 99336-0550

STATE OF WASHINGTON
DEPARTMENT OF SOCIAL AND HFALTH SERV]
DIVISION OF CHILD SUPPORT (DCS)
RELEASE - PARTIAL RELEAS Ll

Recording number; 97 23484

L

olv

Vaolume number: 000673
Page number: 00003231
Grantor or Creditor: The Department of Social and Health Senvi

Grantee or Debtor; Misipati 5. Bird s , also known as or
doing business as: SEMI BIRD ,

<

[¥ The lien identified above in full.

O Only the portion of the lien identii i) plies to the following property.
October 24, 2001 \ D. Loomis
Date Authorized Representative
LIVISION OF CHILD SUPPORT
(509) 374-2000
In reply, refer to: Telephone Number
Case #: 4
JE » PARTIAL REL) {FG REL:02/2000}
TR ohte (. o8] esancasany




0106250

-EHLED FOR REGURD
N WACLAWALLS 7 WASH

DS
Jw 15 932 M0

KAREK MARTIN
COUNTY AUGITOR

DIVISION OF CHILD SUPPORT
500 N MORAIN #2210

PO BOX 5550

KENNBWICK WA 99336-0559

STATE OF WASHINGTON
DEPARTMENT OF SOCIAL AND H ERVIE
‘ DIVISION OF CHILD SUPP DCS)
NOTICE AND STATEMENR OF
Grantor or Debtor: Misipati §. Bird e , also known as or
doing business as: SEMI BIRD N ,
~ ,

SSN 531-70-1582 D 36/61 .
vy
Grantee or Creditor: The Department of Spcial r@t rvices (DSHS).
Legal Description:
: %mb&n -

DSHS dlaims that the debtof.named gbove owes past-due child support. The Division of Child
Support (DCS) files a lien'in the.amount of$ 5,970.84 in Walla Walla County on:

] Only th srty descfibed in the Legal Description section above.
Jufie Og& D. Loomis

Assessor's Property Ta

Authorized Representative
DIVISIGN OF CHILD SUPPORT

Da\\
Qsas) 37472000 p. Loomis

wyr{mber Person to Contact

In reply, refer to:
Case #: 838094

NOTICE AND STATEMENT OF LIEN (S REL:OG/1926)
DSHS 09-262 (REV, 04/1997) (2565:010805:223011)
838094/2568

v, 315a%0010

0S290T0



1

ey Y L1
AL
[SEb AT

i
£

e

%;iaaunmsﬂ

w‘svggmmmx T e g
tedifGrT

é”w FRwme 3 % m‘!" SRS PN I

theeallaiwalls. .

o
5

‘““?ifij'efﬁ' et abie with

Sel B ;wflhmmf'“em* LS

5
w

Erceiy @ffaim Coshtetng

b &

@m;




O

Sepueion of & - u
e Authorization

1 1 am not asking that records be disclosed at this time. Please place this authorization in my client file.

FAUTHORIZATIONTO:DISCLOSE DSHS RECORD SO ks s e e e e e e o e

NAME LAST FIRST MIDDLE DATE OF BIRTH |

) . ) . FORMER NAMES
The following infermation may belp in locating records:

CLIENT IDENTIFICATION NUMBER OTHER IDENTIFICATION NUMBER DATES QF SERVICE LOCATION OF SERVICE

DISCEOSETO s s e e e e e e
NAME ~ LAST FIRST MIDDLE TITLE

ORGANIZATION OR BUSINESS NAME IF APPLICABLE

ADDRESS cITY STATE ZIP CODE

TELEPHONE NUMBER (INCLUDE AREA COPE) FAX NUMBER (INCLUDE AREA CODE) E-MAIL ADDRESS

CAUTHORIZATION S

REASON FOR DISCLOSURE {NOT REQUIRED)

R
iitir, Z

SOURCES: | aulhorize the following DSHS programs to disclose or give access to confidential informatio
below. Information may be provided verbally or by computer data transfer, mail, fax, or hand delivery. Check all that apply:

Behavioral Health (BHA) Aging and Long-Term Support (ALTSA)
[ State Mental Health Instilutions (ESH, WSH, CSTC) [l Home and Community Services (HCS)
[0 Special Commitment Center (SCC) [0 Residential Care Services (RCS)
O Forensic Mental Health Services (OFMHS) [0 Adult Protective Services (APS)
(O Other {i.e., Headquarters, RTFs): O Other {i.e., Headquarters):
Economic Services (ESA) Faciliies, Finance, and Analytics (FFA}
[0 Community Services {CSD ~ public assistance) [0 Background Check Central Unit (BCCU)
(O Child Support {DCS) [ Fraud and Accountability (OFA)
[0 Disability Determination Services (DDDS) [0 Leave !/ Payroll (DSHS Employee)
O Other (i.e., Headquarters): O Developmental Disabilities (DDA}
Office of the Secretary (OOS) [0 Vocational Rehabilitation (DVR)
[l Enterprise Risk Management (ERMO) [J Other:

[0 Human Resources (DSHS Employee)
[J Al parts of the Department of Social and Health Services (DSHS)

RECORDS: | authorize the following DSHS records to be disclosed;

] Records held by parts of DSHS marked above [J Records on the attached list
[0 The following records only:

PLEASE NOTE: If your cllent or other confidentlal 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 DSHS records (check all that apply):
L] HIVIAIDS and STD test results, diagnosis or treatment records (RCW 70.02.220)
] Mental health records (RCW 70.02.230 or 240)
[ Substance Use Disorder records (42 CFR Part 2)

This permissiaon is valid for 180 days or [] until (date or event, if not checked, will be 180 days).

I may revoke or withdraw my permission in writing at any time, but that will not affect information already produced.

| understand that my records may no longer be protected under the laws that apply to DSHS after they are produced.

A copy of this form is valid to give my permission to disclose records. DSHS may charge to provide copies of its records.

AUTHORIZED BY (SIGNATURE) DATE SIGNED TELEPHONE NUMBER (AREA CODE)

PRINT NAME WITNESSINOTARY (SIGN AND PRINT NAME, IF APPLICABLE)

If [ am not the person who is the subject of the records, | am authorized to sign because | am the: (attach proof of authority)
] Parent of minor [1 Legal Guardian [] Personal Representative [] Other:

Notice to those recelving information: If these records contain Information abaut HIV, STDs, or alcohol 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 PAGE1QF 2
DSHES 17-063 (REV. 02/2024)
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INSTRUCTIONS FOR COMPLETION OF AUTHORIZATION FORM

Purpose: You should use this form when you want DSHS to be able to disclose confidential information about you to another person

(including an attorney, a legislator, or a relative). You may give permission to disclose all confidential records DSHS has about you or

you may [imit your permnission to specific records or parts of the agency. This form will also permit DSHS to discuss your situation

verbally with the person you authorize,

Natice to Clients: Most client information DSHS has is confidential and wilt not be disclosed to others unless you grant permission or

if disclosure is allowed by law. After DSHS discloses your confidential information, please be aware that the recipient may not protect

your records under the same laws that apply fo DSHS. DSHS cannot refuse you benefits if you do not sign this form to allow
disclosures to DSHS unless your authorization is needed o determine eligibility. For information on how DSHS health care
components covered by HIPAA share protected health information and your privacy rights, please consult the DSHS Natice of Privacy

Praclices at www.dshs.wa.gov or ask the person who gave you this form. You may get a copy of this form.

Use: You may fill out this form electronically or by hand. Use the tab key an a computer to move beiween fields. A separate form

must be completed for each person whose racords are requested, including children. “You™ refers to the subject of the records.

Parts of Form:

IDENTIFICATION QF SUBJECT OF RECORDS:

» Name: Provide your full name or the name of the person whose records are requested if you are acling for someone else.

» Date of birth: Please include this information needed to identify you from persons with similar names.

OPTIONAL INFORMATION to help locate records:

* Former names: Include any other names that have been used when receiving benefits or services.

»  Client identification number: Provide any number that DSHS may have assigned.

»  Other identification number: Include any other identifier that could help locate DSHS records. Only provide a sacial security
number if necessary.

» Daie and location of services: Provide this information to help DSHS identify and locate the records you want disclosad.

PERSON RECEIVING RECORDS:

* [dentification. Please fill out this section as fully as possibla so we can contact the person or organization who will have access to
your confidential information.

* Reason for Disclosure: This information is required before DSHS can share drug and alcohol or mental health records. [f you do
not fill in this field, DSHS will note the reason for disclosure as being at your request.

AUTHORIZATION:

» Paris of DSHS: Please mark either the parts of DSHS you want to disclose records or mark the bottom box in this section if you
want to give access to any records DSHS has about'you. Wiite in the name of program in “Other” if not in the list.

» Information disclosed: Indicate what records that you want disclosed, You may allow disclosure of all or part of your DSHS client
or other confidential records. You may also limit disclosure to client records hald only by the parts of the agency marked in the
section above, or to specific records listed on this form or on an attachment you sign. If there are any limitations on what records
you want disclosed, either list specitic records or describe the limits, such as by date of services or type of record.

»  Restricted records: If any of the records may include information about HIV/AIDS or STD testing or treatment, mental health
treatment, or substance use disorder services, you must check each item to allow DSHS io disclose these records. Use
Psychotherapy Autharization, form DSHS 17-270, to authorize disclosure of psychotherapy notes (45 CFR 164.508(b) (3) (I1)).

»  Validity: This form is valid to give access to information currently held by DSHS. Your permission expires 180 days after signature
or on any other date or event you provide. if you do not provide a date, the autharization will be valid for 180 days. You may
revoke the authority to release records in writing at any time but it will be too Jate to take back information already produced.

= Cost: The public records act in RCW 42.56.120 and WAC 388-01-080 allow DSHS to charge for copies of records plus mafling
costs. State hospitals and health care facilities may charge for patient recards under Chapter 70.02 RCW.,

SIGNATURES:

» Hyou are the subject of the records, sign and also print or type your name below. Insert the date you signed plus your telephone
or contact number.

» I you are signing for another person, indicate why you can do so on the last line and attach a copy of the court order or other
document giving you legal authority. Children must also sign to give permission to disclose their own confidential records if they
are over the age of consent (13 for mental health and drug and alcohol servicas; 14 for information about HIV/AIDS or other STDs;
any age for birth control and abortions; 18 for health or other recards).

»  Witness or notary: A witness or notary may be needed to verify your identity if you do not submit this form in persan orif a
program requests verification. This person should sign and print his or her name.

NOTICE TO DSHS: If these records contain HIV or STD information, DSHS must nolify recipients that the information is confidential
and that they may not further disclose the records without a specific authorization as required by RCW 70.02.300. If DSHS sends
copies of records regarding substance use disorder services under this authorization, DSHS must include the following statement when
disclosing information as required by 42 CFR 2,32:

This information has been disclosed to you from records protected by Federal confidentiality rules (42 CFR part 2). The Federal
rules prohibit you from making any further disclosure of this information unless further disclosute is expressly pemmitied by the
written consent of the person to whom it pertains or as otherwise permitted by 42 CFR part 2. A general authorization for the
release of medical or other information is NOT sufficient for this purpose. The Federal sules restrict any use of the information to
criminally investigate or prosecute any alcohol or drug abuse patient.

AUTHORIZATION PAGE 2 OF 2
DSHS 17-063 (REV. 02/2024)




