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                Patient Information Release 
 
 
 Patient: ________________________________________    Date:  _____/_____/______   

First               Middle  Last 
 

Birth date:    _______/_______/_________ 
 
    Maintaining the privacy of our patients’ information is important to Dr. Anderson and the office 
personnel.  Such information is stored in secure and password-protected areas and can be 
released only with written permission from the responsible party(s).  
 
   Patient information (appointment date/time, appointment arrival-departure confirmation, treatment 
plan/progress, payment plan, account balance) will NOT be released to an unauthorized person(s). 
    

 
 
Please list below the person(s) authorized (non-custodial parents, step-parents, grandparents, guardians, 
etc.) to receive information concerning the patient named above.    
     
     Name: _________________________________________ 
 

     Address: _______________________________________ 
 

     Phone: (____)_____________      (____)_____________ 
 

     Relationship to patient: __________________________ 
 
 

Name: _________________________________________ 
 

     Address: _______________________________________ 
 

     Phone: (____)_____________      (____)______________ 
 

     Relationship to patient: ___________________________ 
 
 

Name: _________________________________________ 
 

     Address: _______________________________________ 
 

     Phone: (____)______________     (____)______________ 
 

     Relationship to patient: ___________________________ 
 

 
I,______________________________________, the patient or parent/guardian of the above 
listed patient, hereby permit the above listed person(s) to receive the information as specified 
above.  I understand that I am responsible to update (add or remove names) this form as needed.  
I understand that listing a person above does not change or share financial responsibility for the 
patient’s account.  
   
_________________________________________________  __________________ 
Signature of Patient/Parent/Guardian          Date  
 

□□    Appointment (scheduling)  
□□  Treatment (progress) 
□□  Financial (payments) 
  
  

□□  Appointment (scheduling)  
□□  Treatment (progress) 
□□  Financial (payments)  
  

□□  Appointment (scheduling)  
□□  Treatment (progress) 
□□  Financial (payments) 
  
  

OFFICE USE 
Updated ___/___/______  Initials _____ 
Updated ___/___/______  Initials _____ 
 
 


