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Authorization to Release & Discuss Dental J nformation 

The HJPPA pri,ac) law r�quires that we are onl.) auth 1riz�d to communicate \\ith pati�nts thcmsdw:,,. 
Guardians. insuram:� providers and primary care physician .. unless we have authori7.ation in \\Titing h! 
the i,aticnt to cnmmunicat,· with others on their behalf. Plcas1.• pro,. ide all family rm.·mhers or friends you 
,vunt us to be abk to speak ,,,,ith. Spouses are not automatically included; their names must be
explicitly stated below. You ma; opt out by d1ccking, the .. Do NOT Release Information"' box belO\V. 

I give the following names person( s) authori.1 .. ation 10 take ,ncssagcs or spcnk with the olfo.::e of Henrik L. 
Anderson DDS. on m�· behalf regarding (please check all items authorized). 

Name of authorized person(s): ___ -· ···- -·· _ ··-·------
Phone Numhcr -----

_ Relationship __ ··-·- ______ _ 

_Appointl11t!11L. _,_Financial. _l)ental Tremment. _ Insurance ... _Other (explain) .. ·--··--·····-··-· ...... � ... 

Name of authorized person{s): ·····----------- ... ·----- Rdationship_·····- · ··-··•··•·•··· ____ _ 
Phone Number 
_Appointments •.. Financial. .... Dental Treatment. .... Insurance ___ Other (explain)------·-···'"······ ·· 

Narne or authorizc:<l person( s ): --····. ___ - ··-········ 
Phone Number ------·· 

____ Rclntionship ____ . ___ _ 

__ Appointments. _ .. Financial. ___ D,mial Treatment.-·- lnsuranct· -·· Other te ·plain)--.......... __ 

�ame or authorized pcrson{s): ·--· . _ -----·-··-----·---Relationship ______ __ _
Phone Number 

------------

_ Appointments •... Finam:iaL ., __ Dema! Treatment.. ___ Insurance .. OtlK'.r (explain} ___ ······················-

DO NOT RELEASE INFORMATION TO ANYONE 
I understand that my express consent is required to rdcasc an) health care information. With my signature 
belm,v. I acknowledge and understand that this infurmation "'ill he kept in my m�dical record and thi: 
alli)\C parameters will remain in etlect until revoked b) me in \\fiting, ll is my responsibility to notify m, 
healthcare providcr(s) should I wish 10 change one vr more contacts listed abov�· . 

. ... ........... _ Dute of Birth: 

Signature. of Patient or Authoriz1::J Repn:-s�mativc: 
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