
Pharmacy Information  

Preferred Pharmacy Name:___________________________________________________________________________ 

Pharmacy Address:__________________________________________________________________________________ 

Pharmacy Phone #:__________________________________________________________________________________ 

 

HIPAA acknowledgement and Medical Release 

 

I, __________________________________________________________ authorize 
                       Patient Name 

                                      ENDODONTIC ASSOCIATES 

to release my dental records and billing/account history to: 

 

Name:_____________________________________ Name:___________________________________________ 

Relationship:_______________________________ Relationship:______________________________________ 

Address:___________________________________  Address:__________________________________________ 

__________________________________________ _________________________________________________ 

Home phone:_______________________________ Home phone:______________________________________ 

Mobile phone:______________________________ Mobile phone:_____________________________________ 

Email:_____________________________________ Email:____________________________________________ 

 

 

Patient Signature:___________________________________________________  

Date :__________________________ 


