


Foster Certification & Licensing Program Release
	             Last                                       First                                        Middle 
 Name:                                                   
	Date of Birth
     

	
The following may help locate my records:
	Former Names
     



I authorize □ Children’s Administration or □ ___________________________________ to release to:
	
	Licenser
	

	Name of Individual(s)
	Title
	

	Charity Woolbright or Ted Wilder, Licensors
Please check one:
|X| employed with A Place Called Hope 5246 Olympic Drive NW, Suite 203, Gig Harbor, WA 98335
                                                                        Phone: (800) 291-9095   Fax: (253) 857-5447
 or
[bookmark: Check3][bookmark: Text326]|_| Other:       

	     Specific information to be released and/or exchanged:
|X|  All my client records medical, educational, licensing, social and/or psychological information:
I ___________________________, understand that I may have a right to confidentiality of some information, gathered or obtained by the Department of Social & Health Services (DSHS), in connection with my employment with APCH or my foster care license.  This information may include criminal history information; child abuse/neglect information; licensing or child abuse/neglect referrals, investigation and findings (whether “founded”, “unfounded”, “valid” or “invalid”); and compliance agreements.  I understand that not all information in my employment or licensing file is confidential and that information may be released without my consent.  I also understand that DSHS is not authorized to release confidential information about me unless permitted by law or by me.

Understanding that I may have a right to confidentiality of some of the information in my employment or my foster care licensing file, I hereby waive that right in order to permit A Place Called Hope to have access to and copies of my employment or my licensing file.  I authorize and direct the Department of Social and Health Services to provide full access to and a copy of my employment or my licensing file to A Place Called Hope.


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

	|X| I offer my consent to the release of the above information including mental health records, drug/alcohol related treatments and/or evaluations and HIV/AIDS-related information obtained during my receipt of services. I understand that the requested information cannot be released without my consent.

I have been informed of what specific type of information is being requested, and the reason that it is being requested. I have been informed that the services I receive are not conditional upon my decision to grant this release. I consent the release of this information voluntarily.


	
Signature:
	
	
Date:      

	Parent/Guardian
Signature:
	
	
Date:      




Records obtained as authorized by this consent for release of information will be maintained in accordance with WAC 275-57, state confidentiality regulations, which prohibit re-disclosure.

THIS CONSENT TO RELEASE INFORMATION WILL BE VALID FOR 90 DAYS FROM THE ABOVE DATE.
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