
Name: ___________________________________________  Nickname: _____________________

Address: ______________________________________________________ APT:_____________

City: ____________________________________ State:____________ Zip:__________________

Cell Phone__________________________  Home/Work Phone ___________________________

Email ______________________________________________ SSN: ________________________

Parent/Guardian Name: ____________________________________Relation:________________

Referring Dentist: ________________________    General Dentist: ___________________________
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Consent for Use and Disclosure 

of Health Information
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