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AUTHORIZATION TO SHARE INFORMATION

Appli? Name vauf}f}:\f ﬁf)c/@rl@&/ Birth Date ‘&[/51} 9l 9

L L(,J. Q at Iaﬂ C/ ey fe /L/ authorize Transformations, and

Reference Name: E / / .Zﬂh b&)z’/\ LO” g
Address: /577 [a Shheind ol . 7
Shalbgjuille, 1l Jool s

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 / / Z q / ZI)Z% , 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.

‘ ?@s authorization.
1)z

Signaﬁdate
c St L e /JM/

Printed Name

I

/2] J2022-

Witness/date

4010 Dupont Circle, Suite 582, Louisville, KY 40207 phene/ fax 502-899-5411
www. transformationslic.net
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AUTHORIZATION TO SHARE INFORMATION

Applic ame CPLLS}Q/\./ ﬁnc/ﬂfjlk/ Birth Date [Q(/5[29@§

L _ ,5/4!\_/ }Q[) [/ 2/)e K-/ authorize Transformations, and

Reference Name: SJ}L&UA./ OJL/ 060/(,
Address:__I/03 FHY [lund Nlof
fuckner, o doojo

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 ’ ll 27 / Zb/zg , 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 hde this authorization,
/ / 27 /722

S Bt tndnes

Pyinted Name

|[27/2022

Witness/date

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

Applic meﬂS/%] ﬂﬂderfm/ Birth Date (Q(/ﬁ[/q)é?g

L. i LLS y N/ ﬂ” C/ Ly e /\/ authorize Transformations, and

Reference Name: ( ] S}q Q ‘(QD\M—H’
Address: 00 Yhouvss 179 AL Ylaun] OL.
Novo 0o ey 1t YppsD

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 Zi [ 2 7 / IZ,QZ 5 » 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 derstan his/authorization.
Signat ate - // 7 ?/ ZO ZZ
% SHN HNrlerin/

Printed lame
W 22022
Witness/date

4010 Dupant Circle, Suite 582, Louisville. K'Y 40207 phone/ fax 502-899-5411
www.transformationsllc.net



