                                         RONALD K. RICH D.D.S., F.A.G.D.

4507 SWEETWATER BLVD.

SUGAR LAND, TX. 77479

PATIENT AUTHORIZATION FORM
I hereby authorize you to use or disclose the specific information described below, only for the purposes and parties also described below.

Description of the specific information to be used or disclosed:

    Xrays

    Photographs

    Detailed narratives of dental information

    Insurance information

    Medical history

Person or entity requesting information and authorized to make the requested use or disclosure: 

    Insurance companies

    Healthcare providers 
This information is being requested for the following purposes:
    Determine insurance benefits and eligibility
    Aid in any lab work

    Aid in patient referrals to other healthcare providers

    Aid in fee collection

    Although we are not filing electronic claims at this time, we may in the future.

This authorization shall remain in effect from the date signed below until further notice or written withdrawal.

I understand that:

I may inspect or copy the protected health information to be used or disclosed.
I may revoke this authorization in writing by contacting your office at the address      
                                                                                  above, attention Privacy Officer.

Information used or disclosed pursuant to the authorization may be subject to redisclosure by the recipient and no longer protected by HIPPA.

I may refuse to sign this authorization and that you will not condition treatment or payment on me providing this authorization.

Patient Name: _________________________Signature: _________________________

Relationship to Patient: ________________________________DATE: _____________

Patient refused to sign: ____________________________________________________

