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Authorization for Release of Information to Family Members
Patient Name_________________Date of Birth_______________

Under the requirements of HIPAA we are not allowed to give information to anyone without the patient’s consent.  If you wish to have your medical or billing information released please sign below. 

I authorize Kincaid & Purvis Family Dentistry to release my dental and/or billing information to the following individual’s:

1.Name___________Relation____________Phone #___________
2.Name___________Relation____________Phone #___________

Sign_____________________________Date_________________

