Authorization and Consent to Release Information and Payment

I authorize John A. Anderson, D.D.S.  to release any information including but not limited to; records of examination, diagnosis and treatment rendered for:__________________________________________, to third party payors and/or other health care practitioners. 
I understand that Dr. Anderson’s office is a private, fee for service, practice and is not constrained by the limitations of Insurance policies in determining what is best for Me. In some instances my dental insurance carrier may not pay any, or just a portion, of the fee for my dental services. I agree to be responsible for payment of all services rendered on the above named patient that are not covered or disallowed by my insurance company.
I consent to the making of photographs, videotape, x-rays and/or models from time to time, and to the use of same for the purpose of scientific papers or demonstrations.



Signature of patient or parent if minor               



Date: ___________________











_____________________________________








