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Patient name:__________________________________________
	Under the privacy of Brian E. Barrett D.M.D., P.C., I understand that the doctor/staff will not discuss my information with family or friends unless I authorize them to do so.  I hereby authorize the doctor/staff to convey information about my health, billing, treatment, etc., to the following people listed below. 


Name: __________________________Relationship:___________________Phone#_________________

Name:__________________________Relationship:___________________Phone#__________________

Name:__________________________Relationship:___________________Phone#__________________

Name:__________________________Relationship:___________________Phone#_________________


[bookmark: _GoBack]Patient or Legal Guardian Signature: ____________________________________Date:_______________
Print Name:___________________________________________________
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