
 

 

Patient Authorization to Release Information 

 

I give authorization to the following person(s) to discuss my dental care, 

appointments, and billing account information with any staff member of 

Frontier Family Dentistry.  

 

 

Person(s) Authorized, 

_________________________ Relationship___________ 

_________________________ Relationship___________ 

_________________________ Relationship___________ 

_________________________ Relationship___________ 

 

Patient signature: ________________________ 

 


