
Dental Information Release and Authorization

Name: ___________________________________________		 	 Date of Birth: ____________________

[  ] I authorize the release of information including the entire contents of dental record, including diagnosis, 
treatment details and financial information. 

This information may be released to:

[  ] Spouse________________________________________

[  ] Child(ren) _____________________________________

[  ] Other _________________________________________

[  ] Information is not to be released to anyone. 

I understand that I have the right to revoke this Authorization, in writing, at any time by notifying this office. 
Such revocation will not affect actions taken by the requesting person prior to the date he or she received the 
written revocation. I also understand information disclosed pursuant to this authorization may be subject to 
redisclosure by the recipient and will no longer be protected by this rule. I understand that my health care 
provider cannot condition treatment on whether I sign this Authorization. 

This Authorization will remain in effect until terminated by me in writing.

Messages

Please call [  ] my home [  ] my work [  ] my cell number: _____________________________

If unable to reach me: 

[  ] you may leave a detailed message

[  ] please leave a message asking me to return your call

[  ] ___________________________________________

Signed: ___________________________________________ Date: ______/_______/________

Dr. Leslie McGuinn Davis  |  Dr. Lauren Palmer Freitag

Dr. Melissa Thomas Durand  |   Dr. Michael Palmer 

360 Dahlonega Street    Cumming GA 30040    770-889-6370   
2390 Thompson Road, Suite 200   Dawsonville, GA  30534 

   706-265-1399   (Fax) 706-265-1504  |  smiles@lanierdentalpartners.com


