\/
Transformations
Hope for today'’s families,,

TMPACT PLUS PROVIDER

AUTHORIZATION TO SHARE INFORMATION

Applicant Name J( nnt Q( gam &]L Birth Date 3 -7 g ) 8 (’{

I, \/Y enNI L\(( @QM‘/ authorize Transformations, and
Reference Name: Shffr 9 S’}’OO)’I{ -

Address: (00l Renz AVEL
Seliersborg, w- Y7175-

To share with one another the following items: work history, current employment,
personal impressions of work and other information needed from Transformations.

I understand that the purpose of sharing this information is for contract employment
reference.

This authorization will expire on 1 I [ - l 909 9’ , or immediately following
the revoking of the authorization, or dfter the following event has occurred if this is a
one time release.

I understand that pursuant to KRS 304.17A-555-Patient’s Right of Privacy Regarding
Mental health or Chemical Dependency-Authorization Disclosure, my Protected
Health Information, used and /or shared under this authorization may not be shared by
the recipient of the information beyond the purpose for which my authorization was
given, without first obtaining my specific written consent to the re-disclosure.

I have read and understand this authorization.

Jhanit o]z |23

Signature/date
ﬁevm | Q/ @aM)L
Printed Name
' (2] 3022
Witness/date

4010 Dupont Circle, Suite 582, Louisville, KY 40207 phone/ fax 502-899-5411
www.transformationsllc.net
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Transformaiions
Hope for today’s families,

IMPACT PLUS PROVIDER

AUTHORIZATION TO SHARE INFORMATION

Applicant Name f{, i Q 'd QW Birth Date Z , Qﬁ‘ 8 4

N
I jﬁN\\ C(\/ 6W authorize Transformations, and

Reference Name: 0,‘/\ (iSHE 6(‘&0 er
Address:_ LHH  Westpert
Lovisvillte, K. de2o0F

To share with one another the following items: work history, current employment,
personal impressions of work and other information needed from Transformations.

I understand that the purpose of sharing this information is for contract employment
reference.

This authorization will expire on J) I [ } I 969(9‘ , or immediately following
the revoking of the authorization, or after the following event has occurred if this is a
one time release.

I understand that pursuant to KRS 304.17A-555-Patient’s Right of Privacy Regarding
Mental health or Chemical Dependency-Authorization Disclosure, my Protected
Health Information, used and /or shared under this authorization may not be shared by
the recipient of the information beyond the purpose for which my authorization was
given, without first obtaining my specific written consent to the re-disclosure.

I have read and understand this authorization.

It )12)a22-

Signature/date

Janilie Gorah
Printed Name

CMI,Z{M #MC» (z,// 2/ 20222
Witness/date

4010 Dupont Circle, Suite 582, Louisville, KY 40207 phone/ fax 502-899-5411
www, transformationslic.net
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IMPACT PLUS PROVIDER

AUTHORIZATION TO SHARE INFORMATION

Applicant Name &]/CW/L(‘Q( W Birth Date 8 l K ) 9 l‘/
4N ' :
I éQV\y\\ Lf( @W authorize Transformations, and

Reference Name:__Jul[i¢ @r{fdl ovEe
Address:_$[F| Westport
LouiSyille, [KY- Hogo+

To share with one another the following items: work history, current employment,
personal impressions of work and other information needed from Transformations.

I understand that the purpose of sharing this information is for contract employment
reference.

This authorization will expire on T / ’ 2’ ) H 9 9‘ , or immediately following
the revoking of the authorization, or after the following event has occurred if this is a
one time release.

[ understand that pursuant to KRS 304.17A-555-Patient’s Right of Privacy Regarding
Mental health or Chemical Dependency-Authorization Disclosure, my Protected
Health Information, used and /or shared under this authorization may not be shared by
the recipient of the information beyond the purpose for which my authorization was
given, without first obtaining my specific written consent to the re-disclosure.

I have read and understand this authorization.

Dot u]1p )aoa&

Signattfe/date

Tepiber Gantt

Printed Name

(2] 20 A2
itness/date

4010 Dupont Circle, Suite 582, Louisville, KY 40207 phone/ fax 502-899-5411
www.transformationsllc.net



