Joan Rockwell, LCSW

2915 Hunter Mill Rd., Suite 14  Oakton, VA 22124

(703) 919-9594
Release/Exchange of Information

I authorize ____________________________________________________________________

Name of Person and/or Institution

______________________________________________________________________________

Address
______________________________________________________________________________

Phone Number

and Joan Rockwell, LCSW 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 date of termination of treatment.    
Signature __________________________________       Date ____________________________
Witness  _________________________________          Date ____________________________


                (optional)

