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Qur disclosure of Medical Information: By signing this form, you will consent to our disclosure of your dental care
~records to carry out treatment, payment activities, and health care operations as set forth in our Privacy Practices Notice,
and to our disclosure of your dental care records for disaster relief purposes as permitted by law,

SECTION C: Revocation

Right to Revoke: This consent is effective until revoked by you. You may revoke this consent at any time by giving
written notice of revocation to the Contact Office listed below. Revocation of this consent will not affect any action we
took in reliance on this authorization before we received your written notice of revocation. We may decline to treat you
or to continue treating you if you revoke this consent.

Contact Office: Jason Luecht
Telephone: 414-771-4480
Address: 1011 N. Mayfair Rd., Ste. 303 Wauwatosa, Wl 53226

INDIVIDUAL’S SIGNATURE:

I, ' , have had full opportunity to read and consider the contents of this consent. |
understand that, by signing this form, I am confirming my written permission for the disclosure of my protected health
information, as described in this form,

Signature: Date:

If this consent is signed by a personal representative/parent on behalf of the individual, complete the following;

Personal Representative’s/Parent Name;

Relationship to Individual:
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