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Authorization to Release Information 

 

Patient Name: _______________________________________    D.O.B. __________________ 

 

I authorize TriState Family Dental Centers to release the information indicated below to the following third parties. This 

authority shall remain in effect until otherwise notified in writing.  
 

Note: Spouses, other family members and/or friends must be listed below if you would like us to speak with them regarding your information. 

 

Name: __________________________________________________ 

Address: ________________________________________________ 

Phone: __________________________________________________ 

Relationship: _____________________________________________ 

Information to be released (Please check one or both below): 

___  Financial/Account Information 

___  Treatment/Medical History Information 
 

 

Name: ___________________________________________________ 

Address: _________________________________________________ 

Phone: ___________________________________________________ 

Relationship: ______________________________________________ 

Information to be released (Please check one or both below): 

___  Financial/Account Information 

___  Treatment/Medical History Information 
 

 

For Accident/Workers Compensation Claims: 

 

Contact Name:          

Agency:          

Phone #:            

Fax #:             

Claims Address:         

__________________________________________________________ 

Please list dates-of-service to be included: ________________________ 

Information to be released (Please check one or both below): 

___  Financial/Account Information 

___  Treatment/Medical History Information 

 

 

Signature: ______________________________________    Date: ___________________ 


