Lorne Ladner, Ph.D.

13890 Braddock Rd., Suite 312  Centreville, VA 20120

(703) 502-4900
Exchange of Information

I authorize _____________________________________________________________





(name of person and/or institution)

and                                                  Lorne Ladner, Ph.D.___________________________

to exchange information about myself/my child _________________________________








(print name & birthdate)

regarding ______________________________________________________________

______________________________________________________________________

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 _______________           

(Maximum of one year from date of signing)

Signature __________________________________       Self/Parent/Guardian

Signature __________________________________       Self/Parent/Guardian

Witnessed  _________________________________       



                (optional)

