
Patient Consent & Authorization for 
Release of Protected Health Information 

Please Print 

Patient Name:--------------------------------- Date of Birth: _____ _ 

Address: 

City: State: ZIP Code: ------ Telephone Number: ______ __ _ 

E-mail Address: 

Patient Authorization 

I, -----------------, hereby authorize the release, use or disclosure of my health information as follows: 

This authorization pertains to the following type of medical information about me: 

I hereby authorize - ----------------------------------------
Name of lndividual(s) and/or organization providing information 

to release the above-described information to 
Name of individual(s) and/or organization receiving this Information 

I understand that, per my request, this authorization will permit the above-named parties to use or disclose the identified health 
information for purposes beyond treatment, payment, or healthcare operations as provided by the Health Insurance Portability 
and Accountability Act of 1996 (HIPAA). 

I understand that I may revoke this authorization at any time by providing written notification to: 

The revocation will be effective on the date it has been received and processed by the above-named recipient. I understand that the 
revocation does not apply to actions taken in reliance upon this authorization prior to the effective date of revocation. I also understand 
that I do not have to sign this authorization in order to receive treatment, payment, or to enroll or be eligible for benefits. 

Unless I request~ writing otherwise, I understand that this authorization will expire on - ----------· Ifl do not 
Expiration date or event 

specify an expiration date or event, this authorization will expire ninety (90) days from the date on which I signed this authorization. 

I understand that the information used or disclosed pursuant to this authorization may be subject to redisclosure by the named 
recipient, and may no longer be protected by HIPAA'.s privacy rules after the authorized disclosure. 

Patient or Personal Representative 

Signature: ------------------------------------- Date: __ ..__~--

Name:------------------------------------------------
Please Print 

Relationship to Patient: _________________________________________ _ 

~M·liil!Hi•liif .......... 
l_Received by: ----------------------------- - Date: ~ J 
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This product is designed to provide accurate and authoritative information. However, it is not a substitute for legal advice and does not provide legal opinions on any specific fucts or services. 
The information is provided with the undemanding that any person or entity involved in creating, producing or distributing this product is not liable for any damages arising out of the use 
or inability to use this product You are urged to consult an attorney concerning your particula, situation and any specific questions or concerns you may have. 

Important note: This is approved for use by the purchaser only. This form may not be shared publicly or with third parties. 

Erick Perroud
203 Fuller Avenue

Big Rapids, MI 49307
frontdesk@erickperrouddds.com


