




 
 

RELEASE OF PROTECTED HEALTH INFORMATION 
 TO LEGACY HOUSE 

 
 
I, _______________________________________________________, authorize the release of 
medical information from my Health Care Provider for review by staff at Legacy House 
for evaluation prior to move-in/admission to Legacy House or LH programs.   
 
 
 
 
________________________________________                     ___________________________ 
   Signature of client/resident                                                    Date 
 
or 
 
________________________________________                     ___________________________ 
   Signature of client/resident legally responsible party          Date 
 
 
 
 
 
Legacy House 
803 South Lane Street 
Seattle, WA 98104 
(206) 292-5184 ph 
(206) 292-5271 fax 
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