COMPREHENSELF COUNSELING
3919 Blenheim Blvd, Ste 83C, Fairfax VA 22030

Release/Exchange of Information - Insurance



I authorize ___________________________________________________________________________ 
                                                       (Name of Insurance Company)
______________________________________________________________________________(Insurance Phone Number)

and Comprehenself Counseling to exchange information about myself, 

___________________________________________________________________________     			                              (Print Name & Date of Birth)

for the purpose of coordination of care.

I understand that this authorization is given in order to allow cooperation between the above-named persons or institutions only in regard to the stated services or concerns and that I may revoke this authorization at any time, in writing, prior to the expiration date.


Authorization expires one year from the date of termination of treatment.    
      


Signature _____________________________     Date ____________________________




