PATIENT CONSENT
TO DISCLOSE INFORMATION 
TO A FAMILY MEMBER
By signing this form today I am giving my voluntary consent to All Ages Dental Spa to disclose information regarding my general health and history, my dental health history, my treatment plan(s), my insurance claims, my account activity, and any and all information I have shared with their office. 

I will hold All Ages Dental Spa, their officers and employees, harmless if such information is at any time used in any way, or disseminated by this authorization.

I agree to disclose the described information solely to the following person:
________________________________________________________________ 

This person’s relationship with me is ___________________________________

(Husband, wife, parent, child, etc) 

I understand that to revoke this authorization I will have to personally sign a Written Revocation; if not personally then it must be signed in front of a notary public.   

_________________________________________      ____________________

Name of Patient






        Date
