Carlone Family Dental
17 Prospect Hill Road
New Milford, CT 06776
(860) 354-5098

Medical Information Release Form

Name:  ________________________________________________ DoB:  ____/____/________
Address:  _____________________________________________________________________

[   ]	I authorize the release of my medical information including diagnoses, records, treatment 
plans, and claims information. This information may be released to the following person(s):
· Name:  _________________________________ Relationship:  ____________________

Phone Number:  (______)______-________

· Name:  _________________________________ Relationship:  ____________________

Phone Number:  (______)______-________

· Name:  _________________________________ Relationship:  ____________________

Phone Number:  (______)______-________

· Name:  _________________________________ Relationship:  ____________________

Phone Number:  (______)______-________

[   ]	I DO NOT AUTHORIZE the release of my medical information to anyone other than myself.
Messaging

Please contact me at this phone number:  (________)________-___________
If unable to reach me, I want the office to:

[   ]  Leave a message requesting a return call
[   ]  Leave a detailed message on my answering machine or voice mail
[   ]  Leave a detailed with one of the above authorized persons
[   ]  Other ___________________________________________________________________

Signature:  ___________________________________________ Date:  ____/____/________
This release of information form will be in effect until terminated by me in writing.
Last updated on 01-2023
