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Authorization to Release Personal Information
(HIPAA Release Form)

Patient’s Name: __________________________________________________ DOB: __________________ 
 I authorize the release of any pertinent dental information and financial information to the following person(s):
Name: _________________________________________________________________________________
Relationship to patient: ___________________________________________________________________
Phone number: _________________________________________________________________________
 I do not want any information to be released to anyone (other than medical or dental personnel that are to assist with my continued care).
If I cannot be contacted directly, I authorize messages via the following:
 Voice Mail (excludes appointment confirmations)
 For e-mail and fax correspondence, I understand that if the e-mail or fax is not sent in an encrypted manner, there is risk it could be accessed inappropriately.
 Fax (fax number is __________________________)
 E-mail (e-mail address is _________________________________________________________________)  
If I cannot be contacted directly, I authorize the following be left as message:
 results from lab test or x-rays                                   medical or dental information
 financial information                                                  breach notifications 
This Release of Information will remain in effect until a time that I revoke this agreement in writing.

__________________________________________________________       _____________________
Signature of patient or guardian                                                                             Date

__________________________________________________________       _____________________
Signature of witness                                                                                                  Date
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