
Sarver Family Dental
Jerome Sarver, D.D.S.

6035 Sterling Creek Road • Portage  IN 46368 • 219-850-1218

Patient Name: _______________________________________________________________________________________________________

Address:  ___________________________________________________________________________________________________________

Telephone:  __________________________________________  E-mail:  ______________________________________________________ 

Social Security Number: ________________________________ DOB: ________________________________________________________

SECTION C: SIGNATURE

SECTION D: FOR OFFICE USE ONLY



Sarver Family Dental
Jerome Sarver, D.D.S.

6035 Sterling Creek Road • Portage  IN 46368 • 219-850-1218

I request that Sarver Family Dental restrict the disclosure of my Protected Health Information to those specified below:

NAME: ______________________________________________     NAME: ______________________________________________

NAME: ______________________________________________     NAME: ______________________________________________

Signature of Patient or Legal Guardian:  _______________________________________________________   Date: ______/______/______

If this Restriction of Protected Health Information is signed by a personal representative (parent/guardian) on behalf of the patient, complete the 
following:

Personal RepresentativePersonal Representative’s Name: _________________________________________________________________________________________

Relationship to Patient:  _________________________________________________________________________________________________
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