Privacy Notice

I understand that every effort will be made by Dr. Tucker and his staff to ensure privacy of my records. I understand that if I need special treatment regarding my privacy such as not using certain addresses and phone numbers I have listed, that I need to inform Dr. Tucker in writing in such request. I also request, if I am interested, a more thorough copy of my privacy rights from the receptionist.

________________________                       ___________________

Signature                                                           Date
Authorization

I affirm that the information given is correct to the best of my knowledge, and that it is my responsibility to inform this office of any changes in my medical status.  I authorize the dental staff to perform routine services that I may need including cleaning, X-rays, and topical fluoride applications.  I assign all insurance benefits to Dr. Tucker.  I understand that I am responsible for payment of services rendered.  I understand that Dr. Tucker will file my insurance claims as a courtesy to me, but that I am ultimately responsible for ensuring that the dental services are paid in a timely manner.
_______________________                         ____________________

Signature                                                           Date

Photographic Release

I do hereby release Dr. Tucker and his staff the right to exhibit any clinical and diagnostic photos taken in Austin Family Dentist.  I waive any rights, claims, or interest that I may control the use of my identity or likeness in whatever media used.  I understand that there will be no financial or other remuneration for obtaining these said items.

_______________________                      ___________________

 Signature                                                       Date  

