
Abella Counseling, LLC 

Authorization for Healthcare 
I authorize, Abella Counseling, LLC to keep my signature on file as permission to charge  

my healthcare insurance company, ___________________________________________. 
 Insurance Company Name 

_____________________________________________________________________________________ 
Client Name 

_____________________________________________________________________________________ 
Street Address 

____________________________________________________      ________________      ___________ 
City State Zip Code 

______________________________ ________________________________ ____________ 
Client Name Printed Client Signature Date 

______________________________ ________________________________ ____________ 
Guardian Name Printed if  appropriate Guardian Signature if  appropriate Date

Abella Counseling LLC Authorization for Healthcare Patient Intake Form
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