AUTHORIZATION TO RELEASE AND DISCLOSE PATIENT INFORMATION
	PATIENT INFORMATION
	Name:_________________________     DOB:_________________
Address:________________________________________

City:_______________  State:_____________  Zip:________
Phone #: _______________________



	RECEIVING PARTY
	Name:____________________________________      
Address:____________________________________________   

City:_______________  State:_____________  Zip:_________
Phone #:_______________________   Email: _________________________



	INFORMATION TO BE RELEASED
	□Copies of Films/Images

	RELEASE INFORMATION
	Date information is needed:________________  (NOTE: PLEASE ALLOW 7-10 DAYS FOR PROCESSING) 
Release Method/Format requested: (check one)

□ Paper/Mail    □ Fax    □ Verbal    □ Email

	PURPOSE OF RELEASE
	□ Transfer of care

□ Personal use or review
□ Litigation/legal


· This authorization lasts for one year after the date you sign it unless you enter a different date or expiration here: ________________
· This authorization may be canceled in writing at any time. A cancellation will not change releases that happen before the cancellation.
· Taney Dental Associates will not restrict my treatment if I choose not to sign this authorization.
· A photocopy/ fax of this authorization will be treated in the same way as an original.
· Taney Dental Associates x-rays may include what we received from other organizations.
· Taney Dental Associates cannot prevent redisclosure of your information by the person or organization who receives your records under this authorization, and that information may not be covered by state and federal privacy protections after it is released. By signing this authorization, you release Taney Dental Associates from any and all liability resulting from a redisclosure by the recipient.
· Your signature indicates that you have read and understand this form, and authorize release of your information as described above.
____________________________
___________

__________________________
     Parent/Legal Guardian Signature
      
         Date

    Authority to act on behalf of patient









(attach document)
