Authorization to release records and/or information
Please note if you are faxing/ emailing this request, we do require you to send a copy of your current photo ID for HIPAA regulations. Our email address and fax number are as follows: 831.464.5415,  xrays@dientes.org . If you have any further questions, feel free to call us at 831.464.5409.

Today’s Date: _____________________

Name of Patient: ___________________________________ Date of birth: ______________

You have requested we release your records to _____________________________________. In order to complete your request, please sign and return the written release authorization to our office. 
[bookmark: _GoBack]I hereby authorize Dientes Community Dental Care to release the information in the dental records of: ____________________________________________________________
Please release the following:
[image: ]


· X-rays		
· Treatment Plan	

· Other: ___________________________________________________

I hereby release Dientes Community Dental Care from any liability related to disclosure of confidential or privileged information. 

____________________________________
Signature (Patient or Guardian) 


_____________________________________________________________________________
Address 					City			State			Zip
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