Denise Fleischmann, D.M.D. 
__________________________________________________________________________________________________
11-26 Saddle River road
Fair Lawn, NJ 07410

	I hereby authorize the above named dentist to provide each respective insurance company(s), claim administrators(s), and consulting health professionals, information concerning health care, advice, treatment, or supplies provided. I further hereby authorize release for any information relating to my claim submitted on my behalf. The information will be used exclusively for the purpose of evaluation and administering claims for benefits.
I, _________________________________________________, wish to be contacted in the following manner:
· Cell Phone Number: _______________________________________
· Okay to leave a voicemail with detailed information
· Okay to receive a text message
· Home Phone Number: _____________________________________
· Okay to leave a voicemail with detailed information
· [bookmark: _GoBack]Email Address: ____________________________________________
· Okay to send a detailed message

I give permission to speak with the following person(s) on my behalf:
Name(s): ___________________________________________________________________________________	
Relationship to patient: ______________________		Phone Number: _______________________	

IN CASE OF EMERGENCY, please contact the following person (MUST NAME A PERSON):
Name(s): ___________________________________________________________________________________	
Relationship to patient: ______________________		Phone Number: _______________________


________________________________________________				___________________
Patient or Authorized Guardian’s Signature						Date
