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CONSENT TO EXCHANGE INFORMATION
I, ____________________________ of  Address:_____________________________________

     City: __________________________State: _________

     Zip: ________________________________________






     DOB: _______________________________________
I want the following confidential information to be exchanged: Educational records, results of assessments and/or evaluations, medical records, psychological, psychiatric, or any other medical records.

I want Kristy Bazzanella, M.A. Resident in Counseling, to be able to exchange information with the following individuals and/or institutions:

_______________________________

______________________

Name 






Phone Number

_______________________________

______________________

Name 






Phone Number
_______________________________

______________________

Name 






Phone Number

_______________________________

______________________

Name 






Phone Number

This consent is good until: ______________________________________

Signature: _____________________________     Date: ______________
Louisa Creative Counseling, LLC


Office location:		PHONE: 540-604-3267


102 Elm Ave			FAX: 801-382-4112


Louisa, VA  23093	 	klbazz@cvalink.com











