Jennifer W. Gordona, D.D.S.
105 East Ohio Avenue

Mount Vernon, OH 43050

Phone 740-392-1111
Email- gordonadental@gmail.com
Fax 740-392-9900
                   AUTHORIZATION TO RELEASE PERSONAL HEALTH INFORMATION
        I, ____________________________________________, authorize the office
            (Patient/Legal Guardian Name)

        of________________________________________________________________ 

             (Office releasing information)

to release copies of my dental records to the office of Dr. Jennifer W. Gordona, 105 East 
Ohio Avenue, Mount Vernon, OH 43050.
I understand that the specific type of information to be disclosed may include detailed report of examinations, findings, treatments, prognosis, and copies of any/all other records, including x-rays, which pertain to me.
I hereby release the provider and or staff from all legal responsibility or legal liability that may arise from the release of such information.  I understand that I may revoke this consent at any time except that actions have been taken in reliance upon it and that in any event this consent shall expire ninety (90) days after the date requested below.
A REPRODUCED COPY OF THIS AUTHORIZATION SHALL BE AS VALID AS THE ORIGINAL.

Patient Printed Name: ____________________________________DOB: _______

Patient or Legal Guardian Signature: ___________________________________

Relationship to patient: _____________________________________________                
Patient Address: __________________________________________________

Date:__________________________________________________________

