Pugh Family Dental
AUTHORIZATION TO RELEASE HEALTH INFORMATION

Communications between Patients and their Families, Friends, or Caregivers

This form allows Pugh Family Dental to communicate information about your care (e.g., appointments,

labs, medication, treatment plans, billing information) to you and those you list on this form, Filling out

this form is optional, is not required to receive treatment, and does not expire until you end it in writing.

Patient Name:

(Last) (First) (Middle Initial)

Date of Birth; ‘ Main Contact Number: {( - ) ; I
e TR/AATyYYY ' T O Home O Cell* O Work

COMMUNICATING WITH YOUR FAMILY, FRIENDS, OR CAREGIVERS

[J This practice may communicate to the family members, friends, or caregivers listed
below.

Spouse/Partner: Other:
First and Last Name First and Last Name
Phone: () Phone: ( )
Email:* . , Email:*
Relationship:

Check the box next to each type of information this practice may share.

0O All information OJ Prescriptions [ Appomtments (request/conﬁrm/cancel) O
Billing/Insurance

O Other:

%  Iunderstand that emails and texts are not always secure ways to commumcate and could be intercepted and

read by a third party, I am willing to accept this risk.
This practice is not responsible for the privacy or security of yovr health mformatmn once it is sent to you, or

the recipient(s) listed above.
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