STEPHENS DENTISTRY 						HIPAA RELEASE  5/2025
Instructions: Please complete all sections of this HIPAA release form with accurate and up-to-date information. If any sections are inaccurate, out-of-date, or left blank, this form will be invalid and it will not be possible for your health information to be used or disclosed as requested.
I, ______________________________________, hereby voluntarily authorize the disclosure of information from my health record.
I authorize the release of the following information from my health record: (check appropriate box(es))
❏ Entire 
❏ Entire record except for the following information: 
a. ❏ Clinical notes 
b. ❏ Pathology/lab reports /photos
c. ❏ X-ray reports/films 
d. ❏ Treatment plans
e. ❏ Billing records 
f. ❏ Other (Specify): __________________________ 
Name and address of health provider or entity to release this information to: 
Name: _________________________________________________________________ 
Address: _______________________________________________________________ 
Name and address of person(s) or entity to whom this information is to be disclosed to:
Name: _________________________________________________________________ 
Address: _______________________________________________________________
Reason for request: 
g. ❏ At my request 
h. ❏ Further medical care 
i. ❏ Attorney 
j. ❏ Insurance 
k. ❏ Disability 
l. ❏ Research 
m. ❏ Other (Specify): ___________________________________________________
Date or event on which the authorization will expire: _________________________ 
I understand that I have the right to revoke this authorization at any time, provided that I do so in writing and submit the revocation to: Coleen-Shannon Licar c/o M & R Dental dba Stephens Dentistry at 1560 Sherman Avenue #902, Evanston, IL 60201. 
I understand that the revocation will not apply to information that has already been released in reliance on this authorization. All items on this form have been completed and my questions about this form have been answered. In addition, I have been provided a copy of the form. 
Signature of patient or representative authorized by law:                                          Date:

___________________________________					___________________________________
