
 
 

    

Authorization for Release of Protected Health Information 

 

Name of Patient:  ____________________________________________________   Date of Birth:  _____________________________ 

The office of Crossroads Family Dentistry is authorized to release protected health information as described below for the identified 

patient.   

Entity to Receive Information.  

Check each person or class of persons that you approve to receive 

information. 

Description of information to be released. Check each that can 

be given to person/entity on the left in the same section. 

☐Voice Messages on _________________________ number.   ☐Appointment Reminders 

☐Lab Results 

☐Other 

☐Spouse or Significant Other: 

_________________________________________ 

☐Appointment Reminders 

☐Lab Results 

☐Treatment Notes and Record 

☐Discuss Treatment 

☐Other Person: 

________________________________________ 

☐Appointment Reminders 

☐Lab Results 

☐Treatment Notes and Record 

☐Discuss Treatment 

☐Another Person: 

________________________________________ 

☐Appointment Reminders 

☐Lab Results 

☐Treatment Notes and Record 

☐Discuss Treatment 

☐Photo of patient received by patient or legal guardian 

☐Photo taken by staff (Example: pre/post procedure) 

 

☐May be posted in office 

☐May be posted on website 

 
Patient Rights: 

1. I have the right to revoke this authorization at any time. 
2. I may inspect or copy the protected health information to be disclosed as described in this document. 
3. Revocation is not effective in cases where the information has already been disclosed but will be effective going forward.  
4. Information used or disclosed as a result of this authorization may be subject to redisclosure by the recipient and may no longer be 

protected by federal or state law.   
5. I have the right to refuse to sign this authorization and that my treatment will not be conditioned on signing. 

This authorization will remain in effect until I revoke it in writing. 

 

_________________________________________________________     Date ___________________ 

Signature of Patient or Personal Representative 

*Description of Personal Representative’s Authority (attach necessary documentation)  

 





 

 
 

 

 

14761 Forest Road 

Forest, VA 24551 

 
I understand and agree that regardless of my insurance status, ​I am ultimately responsible​ for 

the balance on my account for any professional services rendered. ​All dental insurance policies 

have a yearly deductible and a maximum amount they will payout during a 12 month period. 

I will also be responsible for all collection agency charges, legal costs, court fees and 1/3 of the 

attorney fees if my account is turned over to collections. 

I am aware that if my account has a balance over 90 days that I will be charged an annual 

interest rate of 18%. 

I certify this information is true and correct to the best of my knowledge. I will notify the office 

of any changes in my personal health and/or insurance information. 
 

________________________________________________ _______________ 

Signature Date 

 

Appointment Reminders:​  We may use or disclose your health information to provide you with 

appointment reminders (such as voice mail messages, emails, texts, and written letters) This 

will also include leaving verbal messages with persons at your home or employment contact 

numbers you have provided. ​Appointments cancelled with less than 24 hour notice or missed 

appointments will result in a charge of $55.00 that is not covered by your insurance. 

 

___________________________________________________ _______________ 

Signature Date 

 

Lifetime Signature Authorization for Insurance Purposes 
 

____________________________________________________ ________________ 

Patient Name and Signature Date  

 

“I request that payment of authorized insurance benefits be made on my behalf to Crossroads 

Family Dentistry for any services furnished to me. I authorize any holder of dental information 

about me to release to the Health Care Financing Administration and its agents any information 

needed to determine these benefits or the benefits payable for related services.” 
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PATIENT REGISTRATION

DATE 3/6/2019

First Name:

ID:

Patient Is: Policy Holder Responsible Party

Last Name: Middle Initial:

Preferred Name:

Chart ID:

Responsible Party ( if someone other than the patient )

First Name: Last Name: Middle Initial:

Address: Address 2:

City, State, Zip: Pager:

Home Phone: Work Phone: Ext: Cellular:

Birth Date: Soc Sec: Drivers Lic:

Responsible Party is also a Policy Holder for Patient Primary Insurance Policy Holder Secondary Insurance Policy Holder

Patient Information

Address: Address 2:

City: State / Zip: Pager:

Home Phone: Work Phone: Ext: Cellular:

Sex: Male Female Marital Status: Married Single Divorced Separated Widowed

Birth Date: Age: Soc Sec: Drivers Lic:

E-mail: I would like to receive correspondences via e-mail.

Section 2 Section 3

Employment
Status:

Full Time Part Time Retired

Student Status: Full Time Part Time

Medicaid ID: Pref. Dentist:

Employer ID: Pref. Pharmacy:

Carrier ID: Pref. Hyg:

Referred By

Previous Dentist

Emergency Contact

Primary Insurance Information

Name of Insured: Relationship to Insured: Self Spouse Child Other

Insured Soc. Sec: Insured Birth Date:

Employer:

Address:

Address 2:

City, State, Zip:

Rem. Benefits: Rem. Deduct:

Ins. Company:

Address:

Address 2:

City, State, Zip:

Insured Birth Date:

Employer:

Other

Insured Soc. Sec:

Address:

Rem. Benefits: Rem. Deduct:

Address 2:

City, State, Zip:

Secondary Insurance Information

Name of Insured: Spouse ChildRelationship to Insured: Self

Ins. Company:

Address:

Address 2:

City, State, Zip:

Emergency Contact #


