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420 5th Ave. West, Suite 200
Hendersonville, NC 28739
(828) 693-3949 office	(828) 693-3965 fax
office@nigelmorgandds.com




RECORD RELEASE AUTHORIZATION
TO: ____________________________________________________________________________________________________
ADDRESS: _____________________________________________________________________________________________
I hereby authorize and request you release to:
Nigel R. Morgan, DDS
420 Fifth Avenue West, Suite 200
Hendersonville, NC 28739
Office (828) 693-3949
Fax (828) 693-3965
office@nigelmorgandds.com

The following most current records within the last five years:

________ x-rays		________ Medical	________ Treatment Plan		_______ Others as listed

Patient name: _______________________________________________________ Date of birth _______________
Address: _____________________________________________________________________________________
Signature: _____________________________________________________________________
(If relative, state relationship)

________ Send the information by email or by mail.

________ For email communication, I understand that if information is not sent in an encrypted manner there is a risk it could be assessed inappropriately. I still elect to move forward to allow email communication to occur. This authorization shall be in effect until the information has been forwarded as requested or until the course of treatment is complete.

Patient rights:
· I have the right to revoke this authorization at any time.
· I may inspect or copy the protected dental/health information to be disclosed as described in this document.
· Revocation is not effective in cases where the information has already been disclosed but will be effective going forward.
· Information used or disclosed because of this authorization may be subject to redisclosure by the recipient and may no longer be protected by federal or state law.
· I may refuse to sign this authorization and that my treatment will not be conditioned on signing.
· I understand released information may include a communicable disease diagnosis such as HIV.


__________________________________________________________________ Date ______________________
Signature of Patient or Personal Representative
____________________________________________________________________________________________________________________
Description of Personal Representative’s Authority (attach necessary documents)
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