
DI STRI BUTI ON:   WHI TE COPY-FW OFFI CE . PI NK COPY-COUNSELOR. YELLOW COPY-CLI ENT 

Return this form  to:  Far West  Fam ily Services 

PO Box 33788 •  Seat t le, WA 98133 •  206-682-8149 •  Fax 206-363-4614 

FAR W EST FAMI LY SERVI CES 
Employee Assistance Program 

CONSENT FORM  
Authorizat ion to Use and Disclose Protected Health I nform at ion 

 

 
This form  is an agreement  between: ______________________________________(Client )  and 

________________________________________ (Far West  Cont ract  Therapist ) .  When we use the 

word "you" below, it  will m ean you and your child, relat ive, or other person if you have writ ten his or 

her nam e on the line above. When the word “we”  is used it  will m ean the cont ract  therapist  nam ed on 

this form  and the agency, “Far West  Fam ily Services” . 

 

As we prov ide counseling serv ices t o you,  or  refer  you t o other  resources,  we w ill be collect ing what  

t he law calls Protected Healt h I nform at ion  ( PHI )  about  you.  We need t o use t his inform at ion t o 

decide on what  t reatm ent  is best  for  you and how to prov ide t reatm ent  t o you.  We m ay also share 

t his inform at ion wit h others who prov ide t reatm ent  t o you or  need it  in order  t o ar range paym ent  

for  your  t reatm ent ,  or  for  other  business or  governm ent  funct ions.  

 

By signing t his form  you are agreeing t o let  us use your  inform at ion here and wit h author izat ion 

send t o it  others for  t reatm ent  purposes.  The Not ice of Pr ivacy Pract ices explains in m ore detail 

your  r ight s and how we can use and share your  inform at ion.  Please read t his before you sign t his 

Consent  Form . Because we are com m it t ed t o protect ing your  pr ivacy,  Far  West  Fam ily  Serv ices w ill 

go above and beyond t he PHI  laws in m ost  cases and obtain your  specif ic consent  pr ior  t o releasing 

inform at ion out side of t he agency.  I nform at ion w ill never  be prov ided t o your  em ployer  w it hout  your  

wr it t en request  and perm ission.  The only  possible except ion t o t he prev ious statem ent  is if  you 

present  a ser ious t hreat  of harm  to yourself  or  others.  

 

I f  you do not  sign this consent  form  agreeing to w hat  is in our Not ice of Privacy Pract ices w e 

cannot  legally t reat  you. 

 

I n t he future we m ay change how we use and share your  inform at ion and so m ay change our  Not ice 

of Pr ivacy Pract ices.  I f  we do change it ,  you can get  a copy from  our  Web Sit e,  

w w w .farw est fam ilyservices.com  or  from  our  pr ivacy off icer ,  Kat ie Fr isbie,  M.C.  at  206- 682-

8149.  

 

I f you are concerned about  som e of your inform at ion, you have the r ight  to ask us to not  use or share 

this inform at ion for t reatm ent , paym ent  or adm inist rat ive purposes. You will have to tell us what  you 

want  in writ ing. Although we will t ry to respect  your wishes, we are not  required to agree to these 

lim itat ions. However, if we do agree, we prom ise to com ply with your wish. 

 

Aft er  you have signed t his consent ,  you have t he r ight  t o revoke it  ( by  wr it ing a let t er  t ell ing us you 

no longer  consent )  and we w ill com ply  w it h your  w ishes for  using or  shar ing your  inform at ion from  

that  t im e on,  however ,  we m ay already have used or  shared som e of your  inform at ion and cannot  

reverse t hat .  

 

Your  signature below indicates t hat  you have received Far  West  Fam ily  Serv ices’ Not ice of Pr ivacy 

Pract ices Form  and t hat  we have answered any quest ions you m ay have had about  t he form . 

 

 

Signature of client ( S)  or  his/ her  Personal Representat ive   Date 

 

 

Pr inted nam e of client  or  Personal Representat ive   Relat ionship t o client  

 

 

Descr ipt ion of Personal Representat ive's authorization 


