Tate Langdon, DDS
Authorization to Release Health Information

Patient Information:

Name of Patient Date of Birth
Address
City, State, Zip Phone

may release the following information:

O Entire record O Financial records O Office visit notes

I X-Rays

Entity or person who will receive the information:

Name: Tate Langdon, DDS

Address: 15329 Hodges Circle, Huntersville, NC 28078
City, State, Zip,: Huntersville, NC 28078 Phone (704) 875—-0123

| Send the information electronically. Email address: TateLangdonDDS@gmail.com

[ For email communication I understand thatif information is not sentin an encrypted manner there is arisk it could be accessed
inappropriately. I still elect to move forward to allow email communications to occur.

This authorization shall be in effect until the information has been forwarded as requested or
until the course of treatment is complete.

PatientRights:

¢ | have the right to revoke this authorizationatany timeby contacting our office.

e Imay inspectorcopy the protected health informationto bedisclosed as described in this document.

e Revocationisnot effective in cases where the information has already beendisclosed butwill be effective going
forward.

o Information used ordisclosedas a result of this authorization may be subject to redisclosure by therecipientand may
no longer be protected by federal or state law.

e | may refuseto sign this authorizationand that my treatment will not be conditioned onsigning.

e lunderstandreleasedinformationmayinclude a communicable disease diagnosissuchasHIV.

Date

Signature of Patient or Personal Representative

Description of Personal Representative’s Authority (attach necessary documentation)



