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Eggen Dental
CONSENT TO RELEASE PRIVATE INFORMATION
My signature below acknowledges the receipt of Eggen Dental’s Notice of Privacy
Policies.
Signature: __________________________________ Date: _________________________
Print Name: ________________________   Social Security Number: _____________________

Do we have permission to release your protected health information to anyone involved in your care
(please do not list providers, this is for family or caregivers)?   YES    NO

If “Yes”, list the name(s) of the person(s) who have permission to access you protected health
information. Please do not use general descriptions such as “family” or “friend”. We need name,
relationship, and telephone number. Also, list information they have access to, for example, “entire
medical records”, “specific dates”, “specific types of examination”, “psychiatric”, “alcohol/drug abuse”, “dental”, etc. This release includes Pharmacy.

Name: ______________________________ Name: ______________________________
Telephone: __________________________  Telephone: __________________________
Relationship: _________________________ Relationship:_________________________
Information: _________________________   Information: _________________________
I understand that my permission for the release of my protected health information to parties listed above WILL REMAIN IN EFFECT FOR TWO YEARS FROM THIS DATE unless revoked in writing. The releasing facility is hereby released from all legal liability that may arise from the release of information requested

Patient Signature: ___________________________________________
Patient representative signature if patient is unable to sign: ________________________________
Relationship: ___________________________ Date: ____________________

Witness to Signature: ___________________________________ Date:______________________

(MUST EITHER BE SIGNED IN FRONT OF STAFF MEMBER OR NOTARIZED)
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