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AUTHORIZATION TO SHARE INFORMATION

Applicant Name 3!:)“3 i L’,ﬂ (hree d Birth Date " ]- 2.$-77

I, th;ka 6(" 1!{’4{ authorize Transformations, and
Reference Name:_ W< chalas  @lpsdiancth

Address: Mo blosdionrth e comdoellsville e Au

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

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

This authorization will expire on , or immediately following
the revoking of the authorization, or after the following event has occurred if this isa
one time release.

Iunderstand 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.

Mk Pl

Signature/date

Shinka Breed

Printed Name

Witness/date

4010 Dupont Circle, Suite 382, Louisville, KY 40207 phone/ fax 502-899-5411
www transformationstle.net
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AUTHORIZATION TO SHARE INFORMATION

Applicant Name Sb&ﬂ ika Breed Birth Date _"]-2$~-71

L, Shen, ka Reee authorize Transformations, and

Reference Name: k_\;\Akl Erwin
Address:___ Neerwing rampbellsville. Au

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

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

This authorization will expire on . or immediately following
the revoking of the authorization, or after the following event has occurred if thisis 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.

B Y O,

Signature/date

__Shenika Breed

Printed Name

Witness/date

4010 Dupont Circle, Suite 382, Louisville, K'Y 40207 phone/ fax 502-899-5411
www. transformationslic.net
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AUTHORIZATION TO SHARE INFORMATION

Applicant Name Shm' “a &f‘ -E-ecl Birth Date _")~-2 $-T1
I, S\'\en .‘ka ﬁreeA authorize Transformations, and

Reference Name:__mﬂ_r\/_&g_ég{;
Address: mbadami ® camphellsu: e edu

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 , or immediately following
the revoking of the authorization, or after the following event has occurred if thisis a
one time release.

T 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.

Mol @Gud

Signature/date

Shenika Rreed

Printed Name

Witness/date

4010 Dugpont Cirele, Suite 582, Louisville, K'Y 40207 phone fax 502-899-5411
www.lransformationsilc.net




