Hitchcock Dental
8022 Hwy 6
Hitchcock, Tx 77563
409-986-6018

I the undersigned patient give permission to Hitchcock Dental to discuss the following with the representatives listed below. This document will remain in effect until, revoked or changed in writing. 
To give permission to someone OTHER THAN yourself

_____ Appointments (making, changing and confirming)

_____Billing (amounts due as well as treatment planned amounts)

_____Treatment (Overall oral health, treatment recommendations, lab results, as well as existing conditions)

_____Permission to provide consent as needed for new and recurrent treatment

_____Make decisions regarding my care and future treatment needs



_____DECLINE TO GIVE CONSENT


Name: ________________________________________  Contact Number:____________________


Patient Signature:  _____________________________________ Date:___________________                                                                

If necessary, please provide an alternate billing address.

__________________________________

__________________________________

__________________________________
