Address: 3940 Plank Rd. Suite N.
! !q Fredericksburg, VA. 22407
Phone: 540-412-3045

DOC' | ‘O R l““] ;OSS Fax: 540-412-3043

FAMILY DENTISTRY Email: info@doctorfloss.com

MEDICAL RELEASE FORM

Patient Name: DOB:

Dates of service: From: / / To: / / or |:| ALL

Specific description of the dental information to be released:

[IBitewing X-rays  CIFull mouth or Pano X-ray  [IPerio Charting [1Other (Specify):

This information may be disclosed to and used by the following individual or organization:

From: To:
Organization/Individual: Organization/Individual:
Address: Address:

City/State/Zip: City/State/Zip:

Phone: Phone:

Fax: Fax:

This information may be transmitted via:

OFax, Initial: OHard Copy, Initial: COMail, Initial:

| understand that:

« If the person or entity that receives the health information is not a health care provider or health plan covered by federal privacy
regulations, the health information above may be subject to redisclosure and no longer protected by these regulations.

« | understand that | may refuse to sign this authorization and that my refusal to sign will not affect my ability to obtain treatment or
payment or my eligibility for benefits.

« | understand that | may revoke this authorization in writing at any time by notifying the Privacy Official except to the extent that action
has been taking in reliance on this authorization.

* Unless revoked, this authorization will expire 6 months from the date signed or as specified:
« | may inspect or copy any information used/disclosed under this authorization. | have received a copy of this authorization. | further
acknowledge that the information to be released has been explained to me and certify that this consent is given on my own free will.

| further acknowledge that the information to be released has been explained to me and certify that this consent is given on
my own free will.

Patient or Parent/Legal Guardian Printed Name Date

Patient or Parent/Legal Guardian Signature



