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Confidentiality Authorization

Please sign one of the two options

l, , hereby authorize verbal and written release of
information regarding my dental treatment, billing, and scheduling

to the following:

Spouse:

Additional Family Members:
Other:

Signature: Date:

Employee Witness:

OR

[, , do not wish to have any verbal or written information
regarding my dental treatment, billing, and scheduling released to anyone.

Signature: Date:

Employee Witness:




