PATIENT CONTACT INFORMATION

Name: ________________________     Date of Birth: ___/___/_____
Address: _____________________________________________________________
Phone: _____________________________     Email: _____________________

Please send completed form and records to: gkvanderhorst@gmail.com

[bookmark: _Toc81729983] Authorization To Release Records / Share Information

I authorize 							
		Address 						
									
									

Please release this information at my request.

											
Name of Client						                Date of Birth
Address of Client 									
Phone number of Client 					
Please charge any copying fees to my credit card.
Card type: 			
Card number:  						  Expiration Date:  	/	/	
Security Code: 		
											
[bookmark: _GoBack]Signature of Client or Authorized Agent			                Date of release
Relationship to Client 				
 1350 Connecticut Avenue, NW, Suite 602, Washington, DC 20036
www.drvanderhorst.com 
    301-578-8760 
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