 (
Earl
 J Recker, DDS - Shana L 
Schnipke
, DDS
109 N High St – Columbus Grove, OH   45830
419-659-6000 Main –  419-659-6004 Fax
www.myfamilydentist.biz
)[image: C:\Users\Brenda Recker\AppData\Local\Microsoft\Windows\INetCache\Content.Word\CGFDlogo_preview.jpg]





Consent to Treat & Release of Information


 (
Patient’s Name:_____________________________________________________________________
)




I consent to the diagnostic procedures and treatment by the dentist necessary for proper dental care. 

I consent to the dentist’s use and disclosure of my records, or of my child’s records, to carry out treatment, to obtain payment, and for those activities and health care operations that are related to the treatment or payment.

My consent for treatment and disclosure of records shall be effective until I revoke it in writing.

I understand and agree that I am responsible for payment of the bill.


 (
Authorization:
Print Name
 & Relationship to Patient:
_____________________________________________________
Signature:__________________________________________________________Date:_____________
)
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