AUTHORIZATION TO DISCLOSE HEALTH & OTHER INFORMATION
Under the Health Insurance Portability and Accountability Act of 1996 (HIPAA), you have certain rights regarding the use and disclosure of your protected health information.
Authorization of Protected Health Information (PHI) Disclosure
I authorize Nykamp Dental to disclose my protected health information (PHI) and other information (treatment, appointments, insurance benefits, financial arrangements & payments) about myself and the treatment I am receiving from Nykamp Dental, to the following recipients:

Name: _____________________________________________________________________________________
Relationship to patient: ______________________________________________________________________
Phone: ________________________________   Email: _____________________________________________

Name: _____________________________________________________________________________________
Relationship to patient: ______________________________________________________________________
Phone: ________________________________    Email: _____________________________________________

Name: _____________________________________________________________________________________
Relationship to patient: ______________________________________________________________________
Phone: ________________________________    Email: _____________________________________________

I understand that this authorization form will not change or expire, unless this authorization is revoked or updated in writing by myself or representative. I understand and agree to the terms and conditions of this authorization.

Patient Name: ____________________________________________   Date: ____________________
Patient Representative (if applicable): _________________________________________________
Authority to act on behalf of patient: _______________________________________________
Signature: __________________________________________________________________________



