CONSENT FOR RELEASE OF PATIENT
INFORMATION

] Hereby authorize to releaseinformationfrom

(Fractice orDentist Name)

the dental record (s) of:

(Print name of Patient)

Thfs release may include information regardingcommunicablc diseases such as Human ]mmunoc!eiciciency \/irus

(H]V) anc{/or Acquired lmmune DeFiciency Sync{rome (A]DS), Fsgd’n’atrﬁ} Drug, anc{/or Alcohol Abuse,
unless sPcciFicaug rcquestcd to be omitted.

Coverir\gthe Periocl(s) of dental treatment:
Birth Date: SociaI\Securitg #:
Furposc of Release:

INFORMATIONTODBE REI FASED (checkone):

Copyof progress notes only.
_ Copyofradiographsonly.

Copyof complete dental record (patient history, exam, diagnoses, treatment plan, progress notes, and
radiographs).
Thisinformationisto be released to: Liberty Park Dental

1508 NE 96th, Suite A

Liberty, MO 64068
(816)415-8080
(816)415-8083 Fax

AUTHORIZATION:

| understand this authorization is valid for a Pcriod of ninety (90) claﬂs or until cxPr65513 revoked 133 me.
understand that] may withdraw this authorization 59 submit’cinga written, dated request, and that such revocation
doesnot affectaction that alrcady hasbeen taken based on this authorization.
\ngea/:
(Patient, Parent, or cha[ chrcsentativc) (Date)

(Relationsl’rip to Patient)



