
Gail A. Phillips, LCSW 
2734 N. Hills Drive, NE 

Atlanta, GA  30305 

404-982-9010 
 

 

 

Authorization to Email Psychotherapy Receipts 

 

 

 

I give permission to Gail Phillips, LCSW to email my psychotherapy receipts to me, and I 

understand that communication through email may not be secure and private. 

 

 

 

__________________________________________     ______________________ 

Signature                                                                          Date 


