
Authorization Form for the Use and /or Disclosure of 
Protected Health Information 

Revised 1/29/03     

 
I authorize DentaQuest Ventures, Inc. to use and/or disclose my protected health information as described below.  
Please provide the following information in order for us to comply with this request. 
 

1. I authorize the disclosure of my protected health information to the following persons for the described 
purposes only: 

 
1. Name                                                   Address 

 
Purpose for obtaining this information 

 
 

2. Name                                                   Address 

 
Purpose for obtaining this information 
 
 

2. This authorization expires upon (insert date or event):  
 
3. I understand that if my protected health information is disclosed to someone who is not required to 

comply with the federal privacy protection regulations then such information may be re-disclosed by that 
person or entity and would no longer be protected. 
 

4. I understand that I have a right to revoke this authorization at any time.  My revocation must be in 
writing.  I am aware that my revocation is not effective to the extent that the persons I have authorized to 
use and/or disclose my protected health information have acted in reliance upon this authorization. 
 

5. I understand that I have a right to inspect and copy my own protected health information to be used or 
disclosed (in accordance with the requirements of the federal regulations found under 45 C.F.R. 164.524). 
 

6. Please sign this form and provide the required information below so that we may comply with your 
request.  Completion of this form will not in any way affect your eligibility for benefits. 

 
7. I certify that I have received a copy of this authorization. 

 
 
 
Signature        Date    
 
 
 
Name         Patient’s DentaQuest ID # 
 
 
 
Name of Personal Representative     Relationship to the Patient 

 

BAMBI KAPUSTIK, THE CAPITAL GROUP, BROKER
 
TO RESOLVE CLAIMS ISSUE AS NEEDED 



HISTORY TO DATE 

NAME __________________________________________________ 
ID NUMBER OR SOCIAL SECURITY NUMBER ______________ 
HOME ADDRESS________________________________________ 
DATE OF BIRTH_________________________________________ 
COMPANY NAME _______________________________________ 
DAY TIME PHONE NUMBER ______________________________ 
EMAIL ADDRESS ________________________________________ 
 
There is certain information that is needed for each query, regardless of its nature. The 
authorization from the carrier form will allow the insurance carrier, physician’s offices and/or 
pharmacist to release information on your behalf when completely filled in, signed and dated.  
This “History to Date” form needs to be completed and the issue clearly stated – this will give a 
chronology of events so that we may effectively address the issue. Please be sure to recount the 
problem in detail and to include any and all relevant documentation, including bills and 
letters form the carriers and/or doctor’s offices. 
 
 
 
 
 
 
 
 
 
 
 
 
 
GIVE DETAILS OF STEPS TAKEN SO FAR, AND IF APPLICABLE, NAME AND 
PHONE NUMBER OF THOSE YOU HAVE CONTACTED TO RESOLVE THE 
ISSUE, INCLUDING NAME AND PHONE NUMBER OF PHYSICIAN, PHARMACY, 
CARRIER CONTACT, ETC: 
 
 
 
 
 
 
 
 
 
 
 
 
 
PLEASE RETURN THESE COMPLETED FORMS WITH ALL SUPPORTING 
DOCUMENTATION TO: bambi.kapustik@thecapgroup.net  OR fax 410-757-6861 




