
HIPAA Privacy Authorization Form 
Authorization for USE OR DISCLOSURE of protected Health Information (REQUIRED by the Health Insurance Portability 
and Accountability Act, 45 C.F.R. Parts 160 and 164)** I Authorize Dr. Matthew J. Garrett DDS dba Mountain Shadows 
Family Dental to use and disclose the protected health information described below to the following individuals seeking 
the information: 

__________________________________________________   ___________________________________ 
Name of Authorized Party (Other then Patient)  Relationship to patient 

__________________________________________________   ___________________________________ 
Name of Authorized Party (Other then Patient)  Relationship to patient 

This authorization for release of information covers the period of healthcare from (CHECK ONE): 
      _______________ to ________________.     OR         All Past, Present, and Future periods. 

Extent of Authorization 
• This medical/dental information maybe used by the person(s) I authorize to receive this information for medical

treatment or consultation, billing or claims payment, or other purposes as I may direct.
• I understand that I have the right to revoke this authorization, in writing, at any time. I understand that a

revocation is not effective to the extent that any person or entity has already acted in reliance on my
authorization or if my authorization was obtained as a condition of obtaining insurance coverage and the insurer
has a legal right to contest a claim.

• I understand that my treatment, payment, enrollment, or eligibility for benefits will not be conditioned on
whether I sigh this authorization.

• I understand that information used or disclosed pursuant to this authorization may be disclosed by the recipient
and may no longer be protected by federal or state law.

___________________________________________                                      ___________________________
Signature of Patient/Guardian                                                                             Date

Patient’s Printed Name: _____________________________________________________

---------------------------------------------------------------------------------------------------------------------------------------------------------------- 
HIPAA Privacy Acknowledgement Form 

The undersigned acknowledges receipt of a copy of the currently effective Notice of Privacy Practices for Matthew 
Garrett, DDS. A copy of this signed, dated Acknowledgement shall be as effective as the original.  

____________________________  ____________________________________       __________________________ 
Print Patient/Guardian Name         Please sign your name         Date  

If you are the legal representative of the patient, please print the patients’ name(s) and describe your authority: 

__________________________________________________________________________________________________ 
Thank you and if you have any questions about this form or the attached Notice, please contact our privacy officer, at: 

623-691-6300


