

PATIENT AUTHORIZATION TO RELEASE RECORDS


1. PATIENT (OR PERSONAL REPRESENTATIVE) CONFIRMING THE AUTHORIZATION
I give my authorization to use or disclose my protected dental information.  I give this        voluntarily.
Your Name _________________________________________________________
Your Street Address __________________________________________________
Your City _____________________________ State _____________Zip _________
Your Telephone Number _______________________________________________
Your Email Address ____________________________________________________
2.  WHERE TO TRANSFER AUTHORIZED INFORMATION
HASTINGS FAMILY DENTAL CARE
955 HWY 55, SUITE 6
HASTINGS, MN 55033
651-437-9764
FAX:  651-438-3138
EMAIL:  office@conwayhastingsfamilydental.com

What would you like us to transfer? _current x-rays, FMS, PANO, BWS_________________________
3. INDIVIDUAL PATIENT’S SIGNATURE
I understand that, by signing this form, I am confirming my authorization for use and/or disclosure of the protected health information with the people and/or organization named in this form.
Signature: __________________________________________ Date: ______________

If this authorization form is signed by a personal representative for the individual patient:
Personal Representative’s Name: _____________________________________________
						                           Print Name
				               _____________________________________________
						                            Signature
      Relationship to Individual Patient: _____________________________________________
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