




STATE OF WASHINGTON 
DEPARTMENT OF CORRECTIONS 

OFFENDER 1.0. DATA: 

AUTHORIZATION FOR DISCLOSURE 
OF HEALTH INFORMATION 

RECEIVED 

MAR j 1 Z009 
D . epr. OT liorrecrions 

Health Services 

'--________ , hereby authorize the use or disclosure of my health information 

as described below. The following individual or organization is authorized to make the disclosure: 

NAME: 

ADDRESS: 

The type and date(s) of information to be used or disclosed is as follows: 

. Medical Marijuana use and length of prescription 

Purpose for disclosure: :Compliance with Court Order 

I understand that the information in my health record may include information relating to sexually. transmitted . 
infe9tions. Acquired Immunodeficiency Syndrome (AIDS), or Human Immunodeficiency Virus (HIV). It may also 
include information abouf behavioral or mental health services and treatment for alcohol and drug abuse. 

This information may be disclosed to and used by the following individual or organization: 

NAME: Department of Correctiuons 

ADDRESS: 405·W. Stewart Ave., Suite B 

Puyallup, W A. 98371 

I understand that I have a right to revoke this authorization at any time. I understand that if I revoke this 
authorization I must do so in writing and present my written revocation to the Health Information Management 
Department. I understand that the revocation will not apply to information that has already been released in 
response to this authorization. Unless otherwise revoked, this authorization will expire on the following date, event, 
or condition: 1 O;02i2009. (if. left blank, authorization will expire six (6) months from 

I understand that authorizing the disclosure of this health information is voluntary. I can refuse to sign this 
authorization. I neeq not sign this form in order to assure treatment. I understand that I may inspect or copy the 
information to be used or disclosed, as provided in CFR 164.524 and RCW 70.02. I understand that any disclo!Sure 
of information carries with it the potential for an unauthorized redisclosure and may not be protected by federal or 
state confidentiality rules. If I have questions about disclosure of my health information, I may contact the 

____ 

. 10, 
Date 

. if form· is not complete) (Patient to complete) 

Date of Birth DOC Number . 

Signature of Witness Date . 
Sialdaw (RCW 70.02; RCW 70.24.105; RCW 71.05.390) dnil/or ftderal regulations (42 CFR Part 2; 45 CFRPart /64) prohibit disclosure 
. . of this information without the specific written consent of the person to whom it pertailis, or as otherwise permitted by law. 

DOC (0511912008) POL DOC 380.200 DOC 600.020 DOC 640.020 DOC 670.020 LEGAL 

PDU-6655-3000315 



OFFENDER I.D. DATA: 

STATE OFWASHINGTON 
DEPARTMENT OF .CORRECTIONS 

Medicinal Use of Marijuana Verification 

Birth 

To be filled out by Prescriber: 

Dear Prescriber, 
By state statute the Washington State Department of Corrections is charged with the responsibility to supervise some 
offenders· after they have been convicted of a felony. The above named patient is currently under supervision by the 
Department. Supervision is designed to help the offender avoid those environments or situations that lead to their criminal 
behavior. Often illicit drug use is a contributing factor·in an individual's criminality. Accordingly it's usual that the court or 
the Department of Corrections will impose a condition of supervision that the offender not use, or possess illicit drugs, 
including marijuana. 'This offender has claimed that they have a condition for which the medicinal use of marijuana has . 
been recommended. The below verification is to determine the legitimacy of their claim. Thank you in advance for your . 
assistance. If you have questions piease feel free to personally contact the Medical Director of the Department at (360) 
725-8700. .. 

1. Is this patient under your care? 

2. . Are you recommending medical marijuana for his patient due to a diagnosis of Acquired 
Immunodeficiency Syndrome (AIDS) . 

3. 

a. 
b. 

If the answer to question 2 is ''Yes'', does he/she have anorexia? 

If the answer to question 2a is ''Yes'', doe~ he/she have weight loss? 

Are you recommending medical marijuana for this patient due to nausea and vomiting 
associa,ted with cancer chemotherapy? 

a. If the answer to question 3 is "'fes", has the patient failed to respond to conventioncil 
antiemetic treatments? 

DYes 

DYes 

DYes 

DYes 

DYes 

If the answer to question 3a is "Yes", please describe what those treatments were (medication, dose, 
duration):' . 

b. 

. c. What is the planned schedule of chemotherapy? 

DNo 

~o 
DNo 

DNo 

g1Jo 

DNo 

4. .If you answeied "No" to items 2 & 3 above, what is the reason you are recommending medicinal use of 
marijuana? \ . 

t V\ {O V\. \ L ~fA ~." . 

a. Please provide evidence published in a peer-reviewed scientific publication to support the medicinal use of 
.marijuana for this purpose? 

5. While on community supervision ("parole") the Department of Corrections only authorizes the 
use of the oral synthetic formulation of marijuana. If the Department authorizes this patienfs 0 Yes 
use of medical marijuana, will you be prescribing only the oral synthetic formulation? 

6. The patient's accompanying Release of Information authorizes you to provide the 
Department with current and future information related to this issue. Do you agree to'notify 
the Department's Medical Director of any changes in your answers above? 

DYes 

[ifl10 

~o 

DOC 14-053 (Rev. 7/31/08) DOC 380.200 . 
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2--L1-0r 
Prescribers Name (Print) Prescriber's Signature 

I t rH t. 17. O~~jc..L MOt 111015 a./ 
_ ..... i)"",. ':"''''.1..:\"",,-,-,,-,V\,--~Sc-=.:.h..l.f.( .... e ..... (,:;.::.\!:-..:::.n''''V\J''c. ""U"--_ License type: ______________ _ 

Prescriber's Address 1S~ .2~~ ?.-Z·1-05 Phone Number. l_{) __ <) .. <JS~ "1-(;, 1<6(7 

License #: 

, (3 
Prescriber: please return this form and the patient's Release of Information to: 

. Medical Director 

Health Services Division 

Washington State Department of Corrections 

PO Box 41123 
Olympia, WA 98504-2113 

To be filled out by DOC Physician: 

I have reviewed this verification fO!:2!jl~ind that use of medicai marijuana by this patient 
(check one) lOis !1a'is not . 

consistent with DOC Policy. ~~ l ' 1"1 at. -r 1- f7ov~ 
Physician's Name (Print) Physician's Signature 

Instructions to DOC Physician: 

When form is complete: 

1. Email your finding above to the Assistant Secretary for Community Corrections 

3/16(0'/ . 
Date 

2. File this form and the accompanying Release of Information in Uberty as a Community Corrections Health Record. 

State law (RCW 70.02; RCW70.24.105; RCW 71.05.390) and/or federal regulations (42 CFR Part 2; 45 CFR Part 164) prohibit 
disclosure of this information without the specific written consent of the person to whom it pertains, or as otherwise 
permitted by law. 

DOC 14-053 (Rev. 7/31/08) DOC 380.200 
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I 
I 
I 
i 
1 

I 

I 

I 

I .. 

1813 Born Avenue NE, Suite'#210 
Bellevue, W A 98005 

Phene: (425) 869-6 I 86 . 
FAX: (425) '869-6378 

www.thc-feundatien.erg-

Documentation of Medical Authorization to Possess 
Marijuana 'for Medical Purposes in Washington State 

Patient Name: 

Date ofBirth:~ 

I, Themas Orvald,am a physician licensed in the State efWashingten. I am treating the abeve named 
patient fer a terminal illness er a debilitating cQnditien as defined in RCW 69.51 A. 0 10. I have advis'ed the 
abeve'named patient about the petential risks and benefits ef the medical use o.f marijuana. I have assessed 
t.he above na.T!1ed patient's medical histery and medical cenditien.It is my medical epinien that the petential 
benefits ef the medical use ef marijuana weuld likely eutweigh the health risks fer this patient 

Signature Of'PhYSician:' ~"-/&~1J;::{'JJd2-!?j? ~~ ~ . 
Thomas O. 'Orvald, M.D. W A # MD 00016180 

Today's date: l'October 2008 Expiration date:· . 1 October 2009 

Risks and benefits of me.dicaJ marijuana: 

Under Washingten state law, the use o.fmedical marijuana is new permissible fer seme patients.with 
terminal er debilitating illnesses. The law regulating this (RCW 69.51A) allews physicians to. advise 
patients about the risks anci benefits ef the medical use o.f marijuana. 

. . 

The medical and scientific evidence supperting the use ef medic,al marijuana remains centreversial in 
the medical cemmunity. Net all h'ealth care previders believe that medical marijuana is safe er 
effective and some providers feel that it is a dangereus drug. . . 

Accerding to. the Washingten state law the benefits ef medical marijuana may include treating nausea 
and vemiting frem.chemo.therapy; AIDS ~asting syndrome; severe muscle spasms frem multiple 
scleresis er other spasticity diserders; glaucema; and seme types ef intractable pain. 

Some ef the risks ef medical marijuana may include po.ssible long-term effects ef the brain in the 
areas of memery, co.o.rdinatio.n and cegnitien; impairment o.f the ability to. drive or operate heavy 
machinery; respiratory damage; pessible lung cancer; and physical er psychelogical dependence. 

Text en this ferm provided by the Washingten State Medical Asseciatien. 

PDU-6655-3000318 



STATE OF WASHINGTON 

DEPARTMENT OF CORRECTJONS 
P.O. Box41100' Olympia, Washington 98504·1100 

March 26, 2009 

Bremerton, WA 98310 

DearMr·1iIII 

Your Medicinal Use of Marijuana request was received on March 18, 2009. Upon review by the 
Department of Corrections' Health Services physician, your reql.).est has b~en denied. 

You may appeal this decision by sending your written request within 15 business days, on or before 
. April 1 7,2009. Please send your request t.o the address·below: 

Karen Daniels, Assistant Secretary 
Community Corrections Division 
Department of Corrections . 
P.O. Box 41126 . . 
Olympia, WA. 98504-1126 

Your request must provide additional information t)J.at was not included with your original request. 
. Appeals that do not contain new information will be denied.. You will receive a response to your 
appeal request within 30 days of receipt. . . 

Sincerely, 

Karen Daniels, Assistant Secretary 
Community Corrections Divisi"on 

KJ5:md 
cc: Michael.Ison, Community Corrections Supervisor 

Lee Cecil, Community Corrections Officer· 
FieldFile-_ . 

" Workjng Together for SAFE Communities" . 

o recycled p'p<r 

PDU-6655-3000319 



Distefano, Monica J. (DOC) 

From: 
Sent: 
To: 

, Cc: 
Subject: 

Johnson, Deborah A.. (DOC) on behalf of Hammond, G, Steven (DOC) 
Monday, March 23, 2009 3:02 PM ' 
Distefano, Monica J. (DOC); Daniels, Karen R. (DOC) 
~(DOC) , 
~MRequest 

..... request f,?r authorization for use of medical marijuana does not mee! criteria fbr medical necessity. 

1 

PDU-6655-3 000320 
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OFFENOER 1.0. DATA: 
,rfcr~ 

: "­t ~\ STATEOFWASHINGTON 
• DEPARTMENT OF CORRECTIONS 

Medicinal· Use of Marijuana Verification 

To be filled out by Prescriber: 

Dear Prescriber, 
By state statute the Washington State Department of Corrections is charged with the responsibility to supervise some 
offenders after they have been convicted of a felony. The above named patient is currently under supervision by the 
Department. Supervision is designed to help the offender avoid those environments or situations that lead to their criminal 
behavior. Often illicit drug use is a contributing factor in an individual's·criminality. Accordingly it's usual that the court or 
the Department of Corrections will impose a condition of supervision that the offender not use, or possess illicit drugs, 
including marijuana. This offender has claimed that they have a condition for which the medicinal use of marijuana has 
been recommended. The below verification is to determine the legitimacy of their claim. Thank you in advance for your 
assistance. If you have questicris please feel free to persoiiaHy contact the Medical Director of the Department at (360) 
725-8700. 

1. Is 'this patient under your care? 

2. Are you recommending medical marijuana for his pa~ient due to a diagnosis .of Acquired 
Immunodeficiency Syndrome (AIDS) . 

a. If the answer to question 2 is "Yes", does he/she have anorexia? 

b. If the answer to question 2a is "Yes", does he/she have weight loss? 

3. Are you recommending medical marijuana for this patient due to nausea and vomiting 
associated with cancer chemotherapy? 

If the answer. to question 3 is "Yes", has the patient failed to respond to conventional 
antiemetic treatments? 

Ql'Yes 

DYes 

DYes 

DYes 

DYes 

DYes 

b. If the answer to question 3a is "Yes', please describe what those treatments were (medication, dose, 
duration): . 

c. What is the planned schedule of chemotherapy? 

DNo 

g/No 

DNo 

DNo 

G]'No 

DNo 

4. If you answered "No" to items 2 & 3 above,. what is the reason you are recommending medicinal US!;! of 
marijuana? 

a. Please provide evidence published in a peer-reviewed scientific publication to support the medicinal use of 
marijuana for this purpose? 

. 5.' While on community supervision ("parole") the Department of Corrections only authorizes the 
use of the oral synthetic formulation of marijuana. If the Department authorizes this patient's 0 Yes 
use of mec,iical marijuana, will you be prescribing only the oral synthetic formulation? 

6. The patient's accompanying Release of Information auttiorizes you to provide the 
Department with current and future information related to this issue. Do you agree to notify 
the Department's Medical Director of any changes in your answers above? DYes 

ErNo 

[Q-No 

DOC 14-053 (Rev. 7131108) DOC 380.200 
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Prescriber's Name (Print) Prescriper's Signature 

License #: l,.icense type: 

:lS,illtV\ Sc..\Art>L\?; "j{lv" . o{~ j't: e 
Prescriber's Address Phone Number 

Prescriber: please return this form and the patient's Release of Information to: 

Medical Director 

Health Services Division 

, Washington State Department of Corrections 

PO Box 41123 
Olympia, WA98504-2113 

TO'be filled out by DOC' Physician: 

,(check one) I 0 IS' [Mfs not " " 
I have reviewed this verificati?n form ~ find that' use O/:f, ' dical marijuana by this patient 

,consistent with DOC POlicy. , 

.... MI? Il-
Physician's Name (Print) 

Instructions to D~C Physician: 

When form is complete:' 

1. Email your finding above tothe Assistant Secretary for Community Corrections 

3-i-O~ 
Date 

~IAR 1 8 2008 , 
()ept O'~ '~ ... \~.:11·0~;i;iUl1~· 

Health Services 

Date ' 

2. File this form and the accompanying Release of Information in Liberty as a Community Corr~ctions Health Record. 

State law (RCW 70.02; RCW 70.24.105; RCW 71.05.390) and/or federal regulations (42 CFR Part 2; 45 CFR Part 164) prohibit 
disclosure of this infonnation without the specific written consent of the person to whom it pertains, or as otherwise 
permitted by law. ' 

DOC 14-053 (Rev. 7/31/08) DOC 380.200 
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STATE OF WASHINGTON 

DEPARTMENT OF CORRECTIONS 
P.O, Box 41100' Olympia, Washington 98504·1100 

March 26, 2009 

Dear:Mr._ 

Your Medicinal Use of Marijuana request was received on March 5, 2009. Upon review by the 
Department of Corrections' Health Services physician, yoUr req1.J,est has been denied. 

You may appeal this decision by sendmg your written request within 15 business days; on or before 
April 17, 2009. Please send your request to the address below: 

Karen Daniels, Assistant Secretary 
Community Corrections Division 
Department of Corrections , 
P.O. Box 4.1126 \ 
Olympia, WA 9,8504-1126 

Your request must provide additional information that was not included with your origmal request 
Appeals that do not contain new information will be denied. 'You will receive a response to your 
appeal request within 30 days of receipt. 

, , 

Karen Daniels, Assistant Secretary 
Community Corrections Division 

KD:md 
cc: ' Robert Pearson, CommUnity Corrections Supervisol' 

Russell Alfaro, Community Corrections Officer 
Field File 

~ recycled paper 

Physician' ~ Office: 
THCF Medical Clinics 
1813 130th Ave. NE#210 
Bellevue, W A 98005, 

'~Working Together for S~F~ Communities" 

PDU-6655-3 000323 
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Distefano, Monica J. (DOC) 

From: 
Sent: 
To: 
Cc: 
Subject: 

Johnson, Deborah A. (DOC) on behalf of Hammond, G. Steven (DOC) 
Friday, March 06, 20099:10 AM 
Daniels, Karen R. . Distefano, Monica J. (DOC) 

Hammon:~d~,~;G~;':III"illI"lIlI MM Req ... , 

The following requests for authorization for use of medical marijua~a do no~ meet criteria for medical necessity: 

1 

PDU-6655-3 000324 



THCF Medical Clinics 
1813 130th Ave. NE #210· 

Bellevue, ·WA 98005 
Phone: 425-869-6186 or 800-723-0188 

Fax: 425-869-6378 

iRECEfVED 

liAR 0 3. 2009 

Dept of Corrections Health Services 

RECEIVED 

MAR' 0" 2009 
. www.tht-foundation.orq. www.hemp.orgDAPt,p10;1rreCtIOn~ 
Documentation of Medical Authorization to Possess Marijuana T~~'cf1ltra9Jc;~ts s 

Purposes in Washington State 
The text of this form was recommended by the Washington State Medical Association. 

Patient Name: Date of Birth:--=.u. 

I, Thomas Orvald, am a physician licensed in the State of Washington. I am treating the 
above named patientfor a terminal iHness or a debilitating condition a's defined in the RCW 
69.51A.OIO. I have advised the above named patient about the potential risks and benefits of 
the the medical use of marijuana. I have assessed the above named patient's medical hi;;tory 
and medical condition. It is my medical opinion that the potential benefits of the medical use of 
marijuana would likely outweigh the health risks :for this patient. . 

Signature of Physicia~: --,:,::--_. ~---I!-==~:;..J' ~~,,:......:......,..,-.~=-()--,~,.....,....,...u--:---:-~_--,-_c_th __ · (;,_(_'" 
Thomas Orvald, MD WA #. MD 00016180 . 

Today's Date: i.j@JY)H~D~ I Q . .gOO 1'· Expiration Date:,. YLXVU,1aeJ if:) 020/0 

Risks and benefits of medical marijuana: 

'Under Washington state law, the use of medical marijuanais now permissible for some patients 
with terminal or debilitating illnesses. The laws regulation this (RCW 69.51A.) .allows physician's 
to advise patients about the risks and benefits of the medical use of marijuana. 

The medical and scientific evidence supporting the use of medical marijuana remains 
controversial in the medical community. Not all health care providers believe that medical 
marijuana is 'safeor effective and some providers feel that it is a dangerous drug. 

According to the Washington state law the benefits of medical marijuana may include treating 
nausea and vomiting from chem,otherapy; AIDS wasting syndrome; severe muscle spasms from 
multiple sclerosis or other spasticity disorders; glaucoma; and some types of intractable pain. 

Some of the ris!<::s_oLmedi.cal-mar::ijuaAa-Fnay-indtrde-pO'sSi'15te"long-term effects of the brain in the 
areas of memory, coordination and cognition; impairment of the ability to drive or operate heavy 
machinery; respiratory damage; possible lung cancer; physical o~ psychological dep'endence. 

PDU-6655-3 000325 



01/21/2008" 20:06 2534724155 VEHICLE PICKUP PAGE 02/04 

OFFENDER 1.0. OATA: 
/"" .... , 
l~ STAT!; Cf"WASHINGTON 
~ Ce?ARTMENT OF CORReCTIONS 

Medicinal Use of Marijuana Verification 

To be iiiiea oui: by Prescriber: 

Dear Prescriber, 
By state staMe the Washington State Department of Corrections is charged with the responsibility to supervise some 
offenders after they have been convicted of a felony. The above named patient is currently under supervision by the 
Dgparirnant. Supervision is designsd to help the offender avoid those environments or situations that lead to t'1eir criminal 
behavior. Often illicit drug use is a contributing factor in ari individual's criminality. Accordingly it'susuaf that tne court or 
the Department of Corrections will impose a condition of supervision that the offender not use, or possess illicit drugs, 
including marijuana. This offender has claimed ·that they have a condition for which the medicinal use of marijuana has 
been recommended. The below verificafion is to determine the legitimacy of their claim. Thank you in advance for your 
<l$Sist-afwe. if you have questions please feel Free to persoi'iaily .contact the Medical Director of the Dezartm fit at (360) 
725-8700.. . 

. . 
1. Is this patient under your care? Yes D NJ 

2. Are you recommending medical marijuana fer his patient due to a diagnosis of Acquired D Yes I 
Immunodeficiency Syndrome (AIDS) 0 No " 

a. 1fthe a.nswer t6 question 2 is "Yes', dOe$ he/she have anorexia? 

b. If the answer to question 2a Is "Yes', does he/she have weight loss? . 

DYes 
Dyes 

QNO 

3. Are you recommending medical marijuana for this pa\ient due to nausea and vomiting 
associated with Cancer chemotherapy? DYes 

D~". 
19'No: 

4. 

5. 

6. 

a. . If the answer to question 3 is ·Yes"; has the patientfaoed to respond to conventiona.i 0 Yes 0 No 
antiemetic treatments? 

b. If the answer to question 3a i$ 'Yes', please descric-e what tliose treatments were (medication, qose, 
duration): 

c. What is the planned schedule of chsmotheiaPY? 

If you answered'uNo' to items 2 & 3 above, what is the reasen you are recommending medicinal use of 

marijuana?~~~p~!'Q ~. ~~t~ 
a. Please prov.ide evidence publisheo in a peer-reviewed scientifrc pu 

. macU","'for~i'PUrpO'~_, .. u~_· ~ ~;zaa-'i?--

While on community supervision ("parole") the Department of 'Corrections only authorizes the" . / 
use of the oral synthetic formulation of marijuana. If the Department authOriZes this patient's ttr'Yes 0 No 
use of medical marijuana, will you be prescribing only the oral synthetic formulation? 

The patient's acc.ompanying Relea$e of Information authorizes you to provide the 
. Department with current and future information related to this issue. Do you agree to notilY 

the Department's Medical Director of any changes in your answers above? ~ONO· 
DOC 14-053 (Rev. 7/31/0S~ . DOC 380.200 
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VEHICLE PICKUP 

·;tit i~r4JC~!l/~k~~.ti~4 .(];;Awd iJ1 
Prescriber's N .. m~Pl1nt) Prescrij)ar's }Slsrtatura 

License #: ~{//\ 4t Jf;ffi ceo I b [ SO License type: 

Prescriber's Adcress IBB l~.I'\...AVe N2 Phpne Number 
~r.{,U q;(}~. qgoo.~ , 

P!,"escr!ber: please return this form and tl1e patiantlsReleasa of Information to; 

Medical Director . 

HeaJth Service~ Division 

.Washington Sta.te Department of Corrections 

PO Box 41·123 

/I hOI ,pia, Wf\98504-2113 // 
c-/-" e/~ f,//~ ~,' ,~1 ~--
~IZ AJr.-fjt7w-~ ~(/d //~ __ ~ .?i/?t, ~ ~a 

"'-7 7/·, (/ /, 
To be fllle~ out by DOC Physician: . 

I have.reviewed this verification form Mef find that use of medical marijuana by this patient 
(check one) lOis l1ais not " ' 

consistent with DOC Policy., . #.r; A I " . " 

aT as. . 1- . , r:g;lftJ~ 
Physician's Name (Pont) Physician's Signature 

instructions to DOC Physician: 

When. form is complete: 
i. Email your finding above to the Assistant secretary for Community Corrections 

PAGE 03/04, 

/.-J!):.200 
Date . 

Date 

2. File thiS form and the accompanying Relea~e of Information in Libe~ as a Communitl Corrections Health. Record. 

State law' (RCW70.0Z; RCW 70.24.105j RCW 71.05.390) and/orf~c!e~l ;eg!Jtatic;ms (42 CFR Part 2; 4S CFR Part 1a4l I'rQhlbit 
disclosure oftfoi,. information withoutlba specific 'Nrl2:'~n consent of tne pel"$on to whom it perts.ins, or as otherwise 
permitted by law. 

DOC 14-053 (Rev. 71W08) . DOC 380.200 
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