AUTHORIZATION TO DISCLOSE / COMMUNICATE PROTECTED HEALTH INFORMATION
Patient Information
Patient Name: ______________________________ Date of Birth: ___________  Phone Number: _____________________
Practice Name: __________________________________________ Phone: __________________________

Authorization to Communicate Information

I authorize the dental practice listed above to communicate and/or disclose my Protected Health Information (PHI) to the individual(s) listed below. This authorization includes, but is not limited to, discussion of:
· 
· Appointments and scheduling
· Treatment plans and dental conditions
· X-rays and imaging
· Insurance and billing information
· Payment arrangements


Authorized Individual(s) (List all persons you allow us to speak with)
Name: _______________________________________________
Relationship: ________________________________________
Phone: ___________________ Email: ___________________
Name: _______________________________________________
Relationship: ________________________________________
Phone: ___________________ Email: ___________________
Communication Preferences
Please check all that apply: ☐ Phone calls     ☐ Voicemail messages    ☐ Text messages    ☐ Email    ☐ In-person discussions


Important Acknowledgments
· I understand this authorization is voluntary.
· I may revoke this authorization at any time by submitting a written request to the dental practice.
· This authorization does not expire upon completion of treatment unless specified below.
· Information disclosed may no longer be protected by HIPAA once shared with authorized individuals.


Expiration of Authorization
This authorization will expire :  ☐ ___ / ___ / ______ ☐ One (1) year from date signed ☐ Upon written revocation
☐ Other: ______________________________

Patient Signature

Signature of Patient or Legal Representative: _______________________________________________________________

Printed Name: ____________________________________________________   Date: ______________________________

Relationship (if not patient): __________________________________________________
