AUTHORIZATION TO RELEASE INFORMATION
Patient Name:

Patient Address:

Date of Birth:

“I hereby authorize this practice to make uses and disclosure of my protected health information (information about me in my medical and dental records) as indicated below.”

THIS INFORMATION IS TO BE DISCLOSED TO:

Name of entity: Barbara Billings, DDS
Attention of: Jessica
Street Address of Entity: 1025 S 320th St Ste 201
City: Federal Way


State: WA


Zip: 98003
DESCRIPTION OF INFORMATION TO BE DISCLOSED:

Current x-rays and perio chart (if available)

If digital, please email to office@barbarabillings.com
REASON FOR REQUESTED USE OR DISCLOSURE:

TO BE READ AND SIGNED BY PATIENT:

a. I may revoke this authorization at any time by providing written notice to the practice

b. I may not be able to revoke this authorization if the practice has already taken action utilizing this authorization or if the authorization was obtained as a condition of obtaining insurance coverage.

c. No one has pressured me to sign this authorization.

d. I acknowledge I have had an opportunity to review this authorization and the intent and use.

Patient Signature:









Date:

Signature of Patient’s Representative:



Relationship:


Date:

