AUTHORIZATION TO RELEASE RECORDS

To:

Patient:

Residing at:

is currently seeking dental care and/or consultation in

my office. | understand that your office has his/her dental
records. An authorization to release said records to my office
has been completed by the patient as part of this form.

Dentist Signature

AUTHORIZATION

Kindly send a copy of my dental records, including X-rays, diagnostic reports, and
correspondence related to my care to the doctor noted above. If there is a charge for the
duplication of the records please notify me.

Signature Witness

Date
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	EXPLAINTEXT: Authorization to Release Records:   Obtaining health information from other health providers and health institutions is becoming a common practice in modern dental practice. Under HIPAA regulations all health institutions require that the dentist who requests the information present the institution with an authorization, signed by the patient, to permit the release of any information related to the care of the patient. All health providers also require that an authorization be received before releasing any information about his or her patient. This form is designed to authorize the release of health information. The original of the executed form should be sent with the request, and a copy kept in the patient's record folder. 


