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g6rous fo my heaith, | hereby authorize and request the dentist or office staff to create photographic Ty dependents. In the event that my payments are rof recelved within 20 days of
eammunicafion. | authorize the doctor to release any information including the diagnasis and the records of payz ai! costs afm!iecui}ns im!udmg butnat hmzteﬂ o mm&aableaﬂemey‘s fee
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Signature of patient (or parent/quardian if minor)
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