Notice of Privacy
By signing below I agree that I have read the notice of privacy provided by
[bookmark: _GoBack] Kellie Garza LMHC, CST


Signature							

Signature of Parent or Guardian if client is a minor

Date

Authorization to Bill Insurance Company
In order to bill your insurance company authorization is required by your signature. I authorize the release of any medical or other information necessary to process this claim. I authorize payment of medical benefits to Kellie Garza LMHC for mental health services. I also request payment of government benefits either to myself or the party who accepts assignment below.

Signature

Date
