	
	AUTHORIZATION TO RELEASE INFORMATION AND PHOTOGRAPHS


RELEASE INFORMATION and PHOTOGRAPHS

	Authorization for publishing information: from MCIA YOUTH COALITIONS

	NAME      LAST
FIRST
MIDDLE

     
     
     
	DOB:

	Mailing Address:_______________________________________________________

Email Address:__________________________________



	ORGANIZATION OR AFFILIATION INFORMATION IS BEING RELEASED TO:
Prosser CIA(Community Involvement and Action) Coalition.

	TELEPHONE NUMBER (INCLUDE AREA CODE)

(440) 622 - 2714
	FAX NUMBER (INCLUDE AREA CODE)

NA
	E-MAIL ADDRESS

prossercia@gmail.com

	ADDRESS
CITY
STATE
ZIP CODE

1126 Meade Ave Suit C
Prosser
WA
99350

	REASON FOR RELEASE

To provide success stories and/or photos regarding agencies or groups receiving funding through the DSHS Division of Behavioral Health and Recovery and/or its partners and funding sources.

	Authorization for release:

	I authorize the Prosser CIA Coalition and those named above, and the following programs if applicable, to publish information about my /my child’s participation in Coalition sponsored programs, including personal stories and artwork involving treatment and recovery for substance use, problem gambling and mental illness.   I also authorize the use of my/my child’s photograph.  I understand that information may be provided verbally or by computer data transfer, mail, fax, or hand delivery:

 Name and address of community-based agency and contact person:  

1) Prosser CIA Coalition
2) DSHS/DBHR and oversight agencies for WA State Coalition work.

	I understand and agree to the release of information authorized in this form.   I understand I may revoke this release in writing at any time, but I understand that revocation will not affect any information that was already released.  A copy of this form is valid to give my permission to release records. 

	AUTHORIZED BY (SIGNATURE)
	DATE SIGNED

     
	TELEPHONE NUMBER (INCLUDE AREA CODE)

     

	PRINT NAME

     
	

	If I am not the person whose information is being released, I am authorized to sign because I am the:

 FORMCHECKBOX 
  Parent
 FORMCHECKBOX 
  Legal Guardian (attach court order)
 FORMCHECKBOX 
  Other:      

	To those receiving information under this authorization:  Federal and state laws and regulations protect the information disclosed to you.  You may not release it to any other person or entity without specific written consent.  You are subject to the same standards and laws of confidentiality as the originating holder of the records.


