
MARSHPOINT DENTISTRY 

New Patient HIPAA Authorization and Consent Form 
Protecting Your Privacy Under the Health Insurance Portability and Accountability Act (HIPAA) 

Patient Information 
Full Name: _______________________________ 
Date of Birth: ______ 

Notice of Privacy Practices Acknowledgment 

I acknowledge that I have received or been offered a copy of Marshpoint Dentistry’s Notice of 
Privacy Practices, which explains how my protected health information (PHI) may be used and 
disclosed by this office. I understand that my PHI will be safeguarded in accordance with HIPAA 
regulations and will only be used or shared as permitted by law or with my explicit 
authorization. 

Signature: ___________________________ Date: ______ 

Authorization to Release Information 

I authorize [Dental Office Name] to share my protected health information (e.g., appointment 
details, treatment plans, billing information) with the individuals listed below. I understand that this 
authorization is voluntary and that I may revoke it in writing at any time, except to the extent that 
action has already been taken based on this authorization.  

Authorized Individuals: 

1. Name: ___________________________ Relationship: _______________ Phone: _______________

2. Name: ___________________________ Relationship: _______________ Phone: _______________

3. Name: ___________________________ Relationship: _______________ Phone: _______________

I understand that: 

• I have the right to refuse to sign this authorization, and my treatment will not be affected if I
do not sign.

• Information shared with the individuals listed above may no longer be protected by HIPAA
once disclosed to them.

• I may request a copy of this signed authorization.

Patient Signature: ___________________________ Date: ______ 
(If signed by a legal representative) 
Representative Name: ___________________________ Relationship: _______________ 


