TIFFANY ENGLISH, MSW, LCSW

(206) 499-6919
______________________________________________________________________________________


CONSENT FOR MUTUAL EXCHANGE OF INFORMATION

I, ______________________________________, the _____ client _______ legal guardian for the client ________legal next of kin for the client, herby authorize Tiffany English, MSW, LCSW to release the following information from the medical records of: _________________________________________, DOB: ___________________________, for the time period beginning _____________________, and ending ____________________________.

Information to be disclosed:  __________________________________________




    __________________________________________




    __________________________________________




    __________________________________________




    __________________________________________

Purpose of the disclosure:  ________________________________________________________________

______________________________________________________________________________________

Persons/Organizations to Exchange Information

Name/relationship




Address/phone

____________________________________________
____________________________________

____________________________________________
____________________________________

____________________________________________
____________________________________

____________________________________________
____________________________________

____________________________________________
____________________________________

Tiffany English, MSW, LCSW may discuss my treatment with those persons or organizations listed above.  This consent is subject to revocation at any time except to the extent that the program that is to make the disclosure has already taken action in reliance on it.

REDISCLOSURE PROHIBITED:  This information has been disclosed from records whose confidentiality is protected by the state or federal law (42CFR Part 2).  These laws prohibit making any further disclosure of this information without the specific written consent of the person to whom it pertains, or as otherwise permitted by state law.

I release Tiffany English, MSW, LCSW and counsel from all legal responsibility or liability that may arise from authorized release of information.

I understand I may revoke this consent at any time.  This consent expires on __________________ or in ninety (90) days unless other wise specified.

________________________
_______________________________________________________

Date



Signature (client or person authorized to give consent)

____________________________________
___________________________________________

Witness





If signed by person other than client, please provide

reason and relationship to client

10740 Meridian Ave N, Suite 104, Seattle, WA  98133

