
Authorization Form for Use or Disclosure of Patient Protected Health Information (PHI)
Patient Name: ​​​​_____________________________

Patient’s Date of Birth: ​​​​​​​​​​​​​​​​​______________________

I, _________________________ hereby authorize David W. Hammer DMD and office representatives to release the following Protected Health Information (PHI): 
□ Billing Information               □ Appointment Information
□ Clinical Information
         
 □ ALL
□ Insurance Information

The following person(s) may receive this information:

____________________________________________________________________________________________________________________________________________________________________________________________________________

□
I do not authorize David W. Hammer DMD and office representatives to  release any of my Protected Health Information (PHI) to anyone. 
I understand that I may revoke this authorization at any time, and that my revocation is not effective unless it is in writing and received by the dental practice.

Signature of Patient:                                                            Date:                
______________________________________                       ​​​​​​_________________

