      The office of Dr. Alin N. Chera, DDS   
          Voice 707-542-2676
 




            Fax 707-542-1849

RELEASE OF INFORMATION AUTHORIZATION FORM

All information must be completed before records are released.
Patient Information

First / Last Name: ________________________________________________ Date of Birth: ____________________
Information Regarding Person Authorizing Releasing his/her Information:
First / Last Name of Person: ___________________________________________________

Date of Birth of Person Authorizing Release: _____________________________________

The following is an authorization allowing the Office of Dr. ________________________ to release information to whomever you designate. 

The Office of Dr. ____________________________ is authorized to make the disclosure of all my dental information, medical information, insurance information, and other information contained in the patient chart and/or computer files, unless otherwise specified to the following individual(s) or organization(s):

Name of person/organization that the Office Of Dr. _________________________ may release information to: ​ ________________________________________________________________________________________________
Address of person/organization:  ____________________________________________________________________
I understand that I have a right to revoke this authorization at any time. I understand that if I revoke this  authorization, I must do so in writing (and present my written revocation) to the Office of Dr. _____________________
 I understand that the revocation will not apply to information that has already been released in response to this authorization. I understand that the revocation will not apply to my insurance company when the law provides my insurer with the right to contest a claim under my policy. I understand authorizing the use or disclosure of the information identified above is voluntary. I understand that information used or disclosed under this authorization may be subject to re-disclosure and no longer protected by the HIPAA Privacy Rule.

This authorization will expire one year from the date of your signature. If you wish to grant authorization for less than one year, please indicate expiration date: __________________.

Signature of individual authorizing the release of information:

X_________________________________________________ Date ___________________
If signing on behalf of another, please describe one’s authority to act for the individual (parent, power of attorney, legal guardian, etc). ___________________________________________________________________________________
