
2300 W Michigan Ave, Suite 2
Midland, TX 79701

Phone: (432) 219-2843

Fax: (432) 570-4436

AUTHORIZATION TO RELEASE HEALTHCARE INFORMATION

Patient’s Name:

Social Security #:

Date of Birth:

I authorize Laura Philipps, D.M.D. to release any health/dental care records that are 
relevant for my patient care or insurance bene�ts to any medical, dental or insurance 
provider who may request it. 

Health & Dental Care Information

Other:

De�nition: HIPAA Privacy Rule requiring consent from dependent of age 17 yrs or older in 
releading health/dental information to parent or guardian.

I understand that I have the right to revoke this authorization, and that I must do so in 
writing. I understand that any such revocation will not a�ect any actions taken by the o�ce 
of Laura Philipps, D.M.D. in reliance on this authorization before its revocation.

This authorization expires at which time the above patient is solely responsible 
for his/her account and not dependent on parents.

Patient Signature:

Guardian Signature:

Date Signed:

Date Signed:

Laura Philipps, D.M.D


