
 
 
 
 
 

**Including any and all TSFHS affiliate dental offices and locations** 
Authorization for Disclosure and Exchange of Dental Health Information 

 

Prohibition against Re-Disclosure: This information has been disclosed to you from records protected by Federal confidentiality rules. The Federal rules prohibit you from making any further disclosure of this 
information unless further disclosure is expressly permitted by the written consent of the person to whom it pertains or otherwise permitted by 42 C.F.R. Part 2. A general authorization for the release of medical or 
other information is not sufficient for this purpose. The Federal rules restrict any use of information to criminally investigate or prosecute any alcohol or drug abuse patients/clients. Any information regarding an 
individual's HIV test, AIDS diagnosis, or AIDS related condition has been disclosed to you from confidential records protected from disclosure by state law. You are not authorized to disclose this information without 
specific consent, written, and informed release of the individual to whom it pertains, or otherwise permitted by law. Please note that a general authorization for the release of medical information or other information, 
as signed by the patient, is not sufficient for the release of the HIV test results or diagnosis, Mental/Behavioral Health or Alcohol/ substance abuse records. 

 

Individual’s Name: _________________________________________________  Date of Birth: ________________ 

I, _____________________________________________________________________ hereby authorize Third Street Family Health 
Services to use, disclose, receive or communicate protected health information about me to/with the following person or entity:  

☐ Disclose   Person/Entity: ________________________________________________________________ 

☐ Receive   Address: _____________________________________________________________________ 

☐Exchange   Telephone: ______________________________________ Fax: ___________________________ 
1. The following will be used, disclosed, or received (check all that apply): 

☐ Dental Records    ☐ Work Excuse 
☐ Dental X-rays     ☐ School Excuse 
☐ Progress Notes     ☐Attendance Records 
☐ Billing Records     ☐ Medications 
☐  Other Purpose (specify)   ☐ Emergency Contact _______________________________ 

2. Dates of service: _____________ to _______________ 

3. The purpose and intended use of the protected health information that is being disclosed about me: 

☐ At the patient’s, request  ☐  Billing/Payment/Health Care Operations  
☐ Changing Providers   ☐ To coordinate treatment and care 
☐ Legal      ☐ Referrals 
       
☐ Other purpose: ________________________________________________________________________________ 

4. I understand that my health record may include information relating to sexually transmitted disease, AIDs/HIV. It may also include information 
about alcohol and drug use disorders and behavioral and mental health services as well as genetic information. 

5. I understand Third Street Family Health Services is not responsible for the PHI once it leaves our facility; I understand that information disclosed 
may be subjected to re-disclosure by the recipient and no longer protected by the HIPAA privacy rules. However, information protected by 42 CFR 
part 2 remains protected upon disclosure and is only subject to re-disclosure as authorized in this document or by law. 

6. I understand that I may revoke this authorization at any time by notifying Third Street Family Health Services in writing, However, I understand 
that any action already taken in reliance upon this authorization cannot be reversed, revocation should be sent to TSFHS – Health Information 
Department: 600 West Third Street, Mansfield Ohio, 44906.  

7. Enter date of expiration______________________, otherwise this authorization will expire 1 year from date of signature. 

This form must be fully completed before signing. 

__________________________________________    _____________________ 
Signature of patient/client/Guardian     Date 
 
__________________________________________    _____________________  
Signature of Staff Witness       Date 
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