1505 Wisconsin Ave, Suite 130
Grafton, Wisconsin 53024
Phone: 262.377.8950
Fax: 262.377.7801



AUTHORIZATION TO RELEASE OR DISCLOSE HEALTH INFORMATION
Name:________________________________________________________________________
Date of Birth:__________________________________________________________________
I request and authorize the above listed doctor and practice to release my protected health information to the family members and others listed below for the purpose of communicating results, findings, and care decisions including financial and insurance matters.
Name_____________________________________Relationship____________________

Name_____________________________________Relationship____________________

Name_____________________________________Relationship____________________

Name_____________________________________Relationship____________________
This request and authorization applies to health care information related to examinations or treatment performed at Grafton Orthodontics, S.C. in Grafton, Wisconsin.
I understand I can cancel this agreement by sending the above office a letter revoking this authorization.
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(800) 243-4675
[Insert Name of Practice]

SECTION A: The Patient

Name:

Address:

Telephone: : E-mail:

Patient Number: Social Security Number:

SECTION B: Acknowledgement of Receipt of Privacy Practices Notice.

I, , acknowledge that 1 have received a Notice of
Privacy Practices from the above-named practice.

Signature: Date:
If a personal representative signs this authorization on behalf of the individual, complete the following:

Personal Representative’s Name:

Retationship to Individual:

SECTION C: Good Faith Effort to Obtain Acknowledgement of Receipt

Describe your good faith effort to obtain the individual’s signature on this form:

Describe the reason why the individual would not sign this form:

SIGNATURE.

| attest that the above information is correct.

Signature: Date:
Print name: Title:

Include this ackmowledgement of receipt in the individual's records.
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