
 

 

 

 

 

HIPPA PRIVACY AUTHORIZATION FORM  

 

I, ___________________________________________________________ 

Authorize Blasek Family Dentistry to use and, if needed, disclose my protected 

health records that they maintain. This authorization will be valid until otherwise 

established.  

 

I understand that I have the right to revoke this authorization, in writing at any 

time.  

 

 

 

Patient Name  

 

 

Patient Signature/ Guardian Signature  

 


