RicuarDp C. FucLEr, D.D.S., M.D.

Patient Name: DOB:

I authorize information related to my diagnosis or treatment may be disclosed to the
following person(s). Please check all that apply.

___Spouse:

___Parent:

__Child:

___ Other:

I understand that I may revoke this authorization at any time. | understand that to revoke
this authorization, | must do so in writing.

I understand the revocation will not apply to information that has already been released in
response to this authorization.

By signing this form, | understand that | am authorizing Lake Jackson Oral &
Maxillofacial Surgery to release information as described above.

Signature of Patient or Guardian Print Name Date

103 Abner Jackson Pkwy., Lake Jackson, TX 77566
Phone: (979) 299-6878 * Fax: (979) 299-6166
www.lakejacksonoralsurgery.com



