Jan Beauregard, Ph.D.
3615 Chain Bridge Rd. Unit I
Fairfax, VA 22030
(703) 385 - 9667
FAX (703) 385 - 9763

AUTHORIZATION FOR RELEASE OF INFORMATION

I authorize ____________________________________________________________ and

______________________________________________ to exchange information about myself

(Print name and date of birth) ___________________________________________________

____________________________________________________________________________

regarding ____________________________________________________________________.


	I understand this authorization is given in order to allow cooperation between the above persons or agencies only in regard to stated services or problems and that I may revoke this authorization in writing at any time.  I also understand that this permission will expire at one year from the date signed, or completion of treatment, which ever occurs first.


Date Signed: ___________________________ Authorization Expires: __________________

Signature: ________________________________ Witness: ___________________________










