AUTHORIZATION AND RELEASE
OF DENTAL RECORDS

Name: Date of Birth: SSN:

For purposes of the Health Insurance Portability and Accountability Act of 1996 (Public Law
104-191, 110 Stat. 2024) and the Regulations promulgated thereunder, I hereby authorize the
following health-care provider or other covered entity to disclose information, oral or written,
regarding my dental health, including, but not limited to, medical and hospital records, including
what is otherwise private or protected individually identifiable health information and medical
records regarding my past, present, or future health care or condition (the “Information”): (initial
your choices)

any and all Information regarding my dental health or records, including Information
relating to sexually transmitted disease and Information relating to acquired immunodeficiency
syndrome (AIDS), or human immunodeficiency virus (HIV)

Information from the period of to

Information related to a specific treatment or medical condition (specify):

Such Information is to be released only for the following purposes:
___ Insurance or Payment purposes

_ Employment purposes

_ Legal/Litigation purposes

__ Marketing purposes

______All of the above

Such Information shall be released to:

Name of Entity:

Address:

Telephone Number:

E-mail Address:
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I understand that I have the right to revoke this authorization at any time. I understand that if I
revoke this authorization, I must do so in writing and present my written revocation to the health
information management department. I understand the revocation will not apply to information
that has already been released in response to this authorization. I understand the revocation will
not apply to my insurance company when the law provides my insurer with the right to contest a
claim under my policy. Unless otherwise revoked, this authorization will remain in effect until
one (1) year from the date of this authorization. I have a right to receive a copy of this
authorization.

I understand that authorizing the disclosure of this health information is voluntary. I can refuse to
sign this authorization. I need not sign this form in order to assure treatment or eligibility or
enrollment for benefits. I understand I may inspect or copy the information to be used or
disclosed as provided in CFR 164.524. I understand that any disclosure of information carries
with it the potential for an unauthorized re-disclosure, and the information may not be protected
by federal confidentiality rules. If I have questions about the disclosure of my health information,
I can contact the releaser indicated above.

I have carefully read and understand the above. I do herein expressly and voluntarily authorize
the disclosure of the above information about, or medical records of, my condition to those
persons or agencies listed above.

DATED:

Signature of Patient or Legal Representative

Subscribed and sworn to before me

this day of , 20

NOTARY PUBLIC

This Authorization is designed to be in compliance with the Health Insurance Portability and
Accountability Act ("HIPAA"), 45 CFR Parts 160 and 16.

Copies have the same force and effect as the original.
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This form was created by FormsPal.com.

If you want to learn more about Release of Liability, read more in our general category

Release of Liability Templates.

Click the following link to find out more details about HIPAA Medical Release Form.

Find out more about Dental Record Release Template.
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