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AUTHORIZATION TO RELEASE PERSONAL HEALTH INFORMATION

[ , authorize
(Patient/Legal Guardian Name)

(Name of facility releasing the recor ds)
to release copies of my dental records with respect to any dental care and treatment to:

(Name and Addressto whom the recordswill be sent)

| understand that the specific type of information to be disclosed may include a detailed
report of examinations, findings, treatments, prognosis, and copies of any/all other
records, including x-rays, which pertain to me.

| hereby release from all legal responsibility or legal

( Name of facility releasing the records)
liability that may arise form the release of such information. | understand that | may

revoke this consent at any time except to the extent that action has been taken in reliance
upon it and that in any event this consent shall expire ninety (90) days after the date
below.

A reproduced copy of this authorization shall be asvalid as the original.

Patient Printed Name: DOB

Patient Signature:

(Patient/L egal Guardian)

Relationship to Patient:

Patient Address:

Date:

Cliniccard #

o 301 Hamilton, Houston, TX 77002 T (713) 228-9411, F (713) 228-2599
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