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’ Date
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O o Pt o P e
. . ; , oparations
Method of Payment:  Insurance O- Gash & Gred CardFI 1 consent to the disédosure of my records [or my childs records) o the [oflowing
Purpose of Call persons who are lnvolved in my cate (or my child's care) of payment far that care.

Other Family Members in this Practice

© My consant to disclosure of records shall ba effactive until | reveke it in wiiting:
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Patient/parent Social Security No. . ravoke'all previous agreamants lo the contrary and agree ta bo responsible for
payment ol services not paid, by my dental care payor.
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