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Authorization to Discuss My Protected Health Information

I authorize Riverside Dental Health to discuss my protected health information, including appointment scheduling, treatment recommendations, insurance benefits, billing, and payment information, with the following individual(s):

Name: ______________________________________

Relationship: ________________________________

Phone Number (Optional): _____________________

☐ May discuss appointments

☐ May discuss treatment

☐ May discuss insurance benefits

☐ May discuss billing and payments

☐ May receive copies of treatment plans or estimates

Additional Authorized Individual (Optional)

Name: ______________________________________

Relationship: ________________________________

Phone Number (Optional): _____________________

☐ May discuss appointments

☐ May discuss treatment

☐ May discuss insurance benefits

☐ May discuss billing and payments

☐ May receive copies of treatment plans or estimates

☐ I do not authorize Riverside Dental Health to discuss my protected health information with anyone other than myself, except as otherwise permitted or required by law.

This authorization will remain in effect until I revoke it in writing.

Patient/Legal Guardian Signature: ______________________________

Date: __________________
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