                            ---------------------- RELEASE OF INFORMATION --------------------
                                        This authorizes and gives my permission to:

                                                  Counseling Associates, P.C.

                                                    108 West Clifford Street                           

                                                  Winchester, Virginia 22601

                                                   Telephone (540) 665-1848

                                                     Telefax (540) 662-2874

                                to exchange information about my identity, diagnosis,

                                prognosis, administrative information and/or treatment.

With:

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
I may revoke this release in writing at any time except to

the extent that action has already been taken on it. This

release expires 60 days after termination of my treatment.

A copy or fax of this release shall be as valid as the original.

This information is being disclosed from records whose

confidentiality is protected by Federal and State laws. I

understand that the recipient of the disclosed information is

subject to the same Federal and State laws.

Signature_____________________________________ Date_________

Printed Name __________________________________Date_________

Witness______________________________________  Date_________

Geoffrey K. Byrd, L.P.C.

Joyce Pace Byrd, L.P.C.

v 2025
