Mark A. Wallace, D.D.S., L.L.C.

Andrew J. Sorkin, D.M.D.
1901 Research Blvd, Suite 200

Rockville, MD  20850

CONSENT FOR RELEASE OF INFORMATION FOR TREATMENT, PAYMENT AND HEALTH CARE OPERATIONS

I, _____________________________________________, hereby authorize the below named to obtain a copy of my protected health record as per your Notice of Privacy Practices. I understand any disclosures will be made based on this written authorization. I also understand I may revoke such authorization in writing at any time.
Name ______________________________________ Relationship ________________
Name ______________________________________ Relationship ________________
Name ______________________________________ Relationship ________________
Name ______________________________________ Relationship ________________
Name ______________________________________ Relationship ________________
Signature _______________________________________ Date ____________
