
(817) 924-6211
JAMES B. GETZ,JR., D.D.S., P.C.
2469 Forest Park Boulevard
Fort Worth, TX 76110-1710
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PATI ENT I N FORMATION eonfidentiatl

Leeal Name Todav's Date

Soc. Sec. # Birthdate Age tr Male O Female

Address

Citv Statp 7in

Home Phone Work Phone Cell

{Preferred Email for financial, insurance, and appointment informati

FullTimeStudent? []yes [] No School N amp

Emplover

Previous Members Treated

GUARANTOR (rinanctal responsibility and appointment scheduling)

Male O Female

Add ress

City State zip

Emplover Occupation

P

EM ERGENCY CONTACT I N FORMATION

Name Relations hip

Home Phon Work Phone Cell Phone

AUTHORIZATION TO RELEASE PROTECTED HEALTH INFORMATION TO

Name

*Please remember to bring insurance cards and driver,s license to appointment.

ionshio

Oaar rhati^n

Whom

Soc- Sec #

Name



PRIMARY DENTAL INSURANCE SECONDARY DENTAL I NSURANCE

lnsurance Cornpan lnsurance Companv

Group Group #

Unique lD

Unique lD
lnsurance co. 800#

lnsurance Co

800# Name of Po licv Holder

of PolicY HolderName

Relations hio to Patient tr t\,4 0F Policv Holder's Birthdate

Policv Holder's Soc. Sec. #Policv Holder's Birthdate

EmoPolicv Holder's Soc. Sec. H

EmploVer

AUTHORIZATION

I authorize Dr. .,ames B. Getz, D.D.S., p.C to release any information, including the diagnosis and records of any treatment or examination

renderedtomeormychild,tothirdpartypayersand/orotherhealthpractitioners,totheextentpermittedbylaw.
I understand my insurance carrier may pay less than the actual bill for services or the estimated insurance payment l agree to be

responsible for payment of all services rendered on my or my dependent's behalf within sixty (60) days of treatment, re8ardless if insurance

payment has been received.

signature of Patient Iparent or gua rdian, if minorl:

Signature of Responsible Pa rtvl

*Please remember to bring insurance cards arrd driver's license to appointment

Relationship to Patient OM OF



AUTHORIZATION TO DISCLOSE PROTECTED HEALTH INFORMATION
Developed for rexas Health & .""r;:$* 

lrrlJ:l!1

Please read this entire form before signing and complete all the
sections that apply to your decisions relating to the disclosure
o, protected health information. Covered entities as that term is

defined by HIPAA and Texas Health & Safety Code $ 181 .001 must
obtain a signed authorization from the individual or the individual's
legally authorized representative to electronically disclose that indi-

vidual's protected health information. Authorization is not required lor
disclosures related to treatment, payment, health care operations,
performing certain insurance functions, or as may be otherwise au-

thorized by law. Covered entities may use this form or any other
form that complies with HIPAA, the Texas Medical Privacy Act, and

other applicable laws. lndividuals cannot be denied treatment based

on a lailure to sign this authonzation form, and a refusal to sign this

form will not aflect the payment, enrollment, or eligibility lor benefits.

NAME OF PATIENT OR INDIVIDUAL

Last

OTHER NAME(S) USED

DATE OF BIRTH Month 

-Day - 

Year-

First Middle

ADDRESS

()
CITY 

-STATE- 

ZIP--
PHONE (-)- ALT. PHONE

EMAIL AODRESS (Optional)

I AUTHORIZE THE FOLLOWING TO DISCLOSE THE INDIV]DUAL'S PROTECTED HEALTH
INFORMATION:

person/orsanization Name 

-S9g!-9!!?|-
Address 

- 

2469-F-orestPark Blvd
Ciry - Fort Worth State .TX =- Zip Code 76110
phone ( 817 ) 924=62LL---Fax L81L-)-9ru-4212--
WHO CAN RECEIVE AND USE THE HEALTH INFORMATION?

PersoniOrganization Name

City State 

-- 
Zip Code

Phone (---)------Fax
WHAT INFORMATTON CAN BE DISCLOSED? Complete the following by indicating those items that you want disclosed. The signature ot a minor

patient is required ior the release of some of these items. ll all health information is to be released, then check only the first box-

tr All health inlormation tr History/Physical Exam
tr Physician'sOrders tr PatientAllergies
tr Progress Notes tr Discharge Summary
tr Pathology Reports tr Billing lnlormation

Your initials are required to release the following inlormation

-Mental 

Health Records (excluding psychotherapy notes)

-Drug, 

Alcohol, or Substance Abuse Records

-Genetic 

lnlormation (including Genetic Test Results)

H lV/Al DS Test Results/Treatment

El PasvPresent Medications
tr Operation Reports
tr Diagnostic Test Reports
tr Radiology Reports & lmages

tr Lab Results
E Consultation Reports
tr EKG/Cardiology Reports
! Other

EFFECTIVE TIME pERlOD, This authorization is valid until the earlier of the occurrence of the death ol the individual; the individual reach-

ing the age of majority; or permission is withdrawn; or the following specific date (optional): Month Day 

- 

Year 

-

RIGHT TO REVOKE: I understand that I can withdraw my permission at any time by giving written notice stating my intent to revoke this au'

thorization to the person or organization named under "WHO CAN RECEIVE AND USE THE HEALTH INFORMATION." I undersland that

prior actions taken in reliance on this authorization by entities that had permission to access my health inlormation will not be affected.

SIGNATURE AUTHORIZATION: I have read this form and agree to the uses and disclosures of the information as described. I un-

derstand that refusing to sign this form does not stop disclosure of health inlormation that has occurred prior to revocation or that

is otherwise permitted by iaw without my specific authorization or permission, including disclosures to covered entities as provid-

ed by Texas Health & batety Code S 18i.154(c) andlor 45 C.F.H. S 164.502(a)(1). I understand that information disclosed pursu-

ant to this authorization may be subject to re-disclosure by the recipient and may no longer be protected by federal or state privacy laws.

SIGNATURE X
signutr -ed RePresentative DATE

Printed Name of Legally Authorized Representative (if applicable)
lf representative, specify relationship to the individual: EI Parent of minor D Guardian tr Other

A minor individual's signature is required for the release of certain types of inlormation, including for example, the release of information related to cer-

tain types of reproductive care, sexually transmitted diseases, and drug, alcohol or substance abuse, and mental health treatment (See, e.g.' Tex' Fam.

Code S 32.003).

SIGNATURE X
sign"tuffi

Page 1 of 2

DATE

Address



IMPORTANT INFORMATION ABOUT THE AUTHORIZATION TO DISCLOSE PROTECTED HEATIH INFORMAIION
Developed lor Texas Health & Saiety Code S 18'1.154(d)

efleclive June 2013

Delinitions - ln the form, the terms "treatment," "healthcare operations," "psychotherapy notes," and "protected health inlorma-
tion" are as defined in HIPAA (45 CFR 164.501). "Legally aulhorized representative" as used in the lorm includes any person
authorized to aci on behalf of another individual. (Tex. Occ. Code S 151 .002(6); Tex. Health & Safety Code SS 166.164, 241 .151 i

and Tex. Probate Code S 3(aa)).

Health lnlormation to be Beleased - lf "All Health lnformation" is selected Ior release, health information includes, but is not lim-
iled to, all records and other information regarding health history, treatment, hospitalization, iests, and outpatient care, and also
educational records that rnay contain health information. As indicated on the form, specific authorization is required for the release
of information about certain sensitive conditions, including:

. lvlental health records (excluding "psychotherapy notes" as defined in HIPAA at 45 CFR 164.501).

. Drug, alcohol, or substance abuse records.

. Records or tests relating to HIV/AlDS.

. Genetic (inherited) diseases or tests (except as may be prohibited by 45 C.F.R. S 164.502).

Note on Belease of Health Records - This lorm is not required for the permissible disclosure of an individual's protected health
information to the individual or the individual's legally authorized representative. (45 C.F.H. SS 16a.502(a)(1)(i), 164.524; Tex.
Health & Salety Code $ 181.102). lf requesting a copy of the individual's health records with this lorm, state and federal law
allows such access, unless such access i3 determined by the physician or mental health provider to be harmful to the individu-
al's physical, mental or emolional health. (Tex. Health & Salety Code SS 181.102, 611.0045(b); Tex. Occ. Code S 159.006(a);45
C.F.R. S 164.502(a)(1)). lf a healthcare piovider is specitied in the "Who Can Receive and Use The Heallh lnformation" section of
this form, then permission to receive prolected health inlormation also includes physicians, other health care providers (such as
nurses and riedical staff) who are involved in the individual's medical care at that entity's facility or that person's office, and health
care providers who are covering or on call for the specified person or organization, and staff members or agents (such as busi"
ness associates or qualified services organizations) who carry out activities and purposes permitted by law for that specified cov-
ered entity or person. ll a covered entity other than a healthcare provider is specified, then permission to receive protected health
information also includes that organization's stalf or agents and subcontractors who carry oul activities and purposes permitted by
this form for that organization. lndividuals may be entitled to restrict certain disclosures of protected health information related to
services paid lor in full by the individual (45 C.F.H. S 164.522(a)(1)(vi)).

Authorizations lor Sale or Marketing Purposes - lf this authorization is being made for sale or marketing purposes and the cov-
ered enlity will receive direct or indirect remuneration from a third parly in connection wilh the use or disclosure of the individual's
information for marketing, the authorization must clearly indicate to the individual that such remuneration is involved. (Tex. Health &
safery code s'181.152, .153;45 C.F.Fl. S 16a.508(a)(3), (a)).

Limitalions ol this torm - This authoriz?i:on form shall not be used for lhe disclosure of
any health inlormation as it relates to: (1) health benefits plan enrollment and/or related
enrollmenl determinations (45 C.F.R. S 1 64.508(b)(aXii), .508(c)(2Xii);(2) psychotherapy
notes (45 C.F.Fi. S 1 64.508(b)(3xii); or for research purposes (45 C.F.R. S 164.508(b)(3)(D)
Use ol this form does not exempt any entity from compliance with appllcable federal
or state laws or regulations regarding access, use or dlsclosure of health informa-
tion or other sensitive personal information (e.9., 42 CFR Part 2, restrlcting use of
inlormation pertaining to drug./alcohol abuse and treatment), and does not entitle
an entity or its employees, agents or assigns to any limitation of liability ror acts or
omissions in conneclion with the access, use, or disclosure ot health inlormation
obtained through use ol the form. . aae 2 at 2

Charges - Some covered entities may
charge a rekieval/processing fee and
for copies of medical records.
(Tex. Health & Safety Code S 241.154).

Right to Receive Copy - The
individual and/or the individual's legally
authorized representatlve has a right lo
receive a copy of this authorization.

The Attorney General of Texas has adopted a standard Authorization to Disclose Protected Health lnformation in accordance wilh
Texas Health & Safety Code S 181.154(d). This form is intended lor use in complying with the requirements ol the Health lnsur
ance Portability and Accountability Act and Privacy Standards (HIPAA) and the Texas Medical Privacy Act (Texas Health & Safety
Code, Chapter 18'1). Covered Entities may use this lorm or any other lorm that complies with HIPAA, the Texas Medical
Privacy Acl, and other applicable laws.

Covered entities, as that term is defined Ei HIPAA and Texas Health & Safety Code S 181 .001 , must obtain a signed authorization
from the indi'/idual or the individual's legally authorized representative to electronicaily disclose that individual's protected health
information. Authorization is not required for disclosures related to treatment, payment, health care operations, performing certain
insurance lunctions, or as may be otherwise authorized by law. (Tex. Health & Safety Code SS 181.154(b),(c), S 241.153; 45
C.F.R. SS 164.502(a)(1); 164.506, and 164.508).

The authorization provided by use ol the form means that the organization, entity or person authorized can disclose, commu-
nicate, or send the named individual's protected health information to the organization, enlity or person identified on the form,
including through the use of any electronic means.


