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Patient Name: __________________________     Date_______________
Authorization to Release Medical Information

I hereby authorize Total Health Dentistry to release my protected health information to the following people.

Please list anyone who we can release personal information with

·  __________________________________________

·  __________________________________________

·  __________________________________________
- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - 

Acknowledgement of Receipt of Notice of Privacy Practices 
I hereby acknowledge that I have received a copy of Total Health Dentistry Notice of Privacy Practices.   I understand that I have the right to refuse to sign this acknowledgement if I so choose.
	____________________________________________________

Signature of Patient or Legal Representative
	__________________________________

Date

	
____________________________________________________

Printed Name of Patient’s Representative (if applicable)
	Relationship to Patient (if applicable)

 FORMCHECKBOX 
 Parent or guardian of unemancipated minor

 FORMCHECKBOX 
 Power of Attorney


       By checking this box, I consent to this form being applicable to all minors on my family’s account. 

