Dr. Lee Willis, D.D.S.
2510 N.W. Kline St.
Roseburg, OR 97470
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I Hereby Grant Permission To:

Yes

Yes

Yes

Yes

No

No

No

No

“ise and disclose health information about me to Provicle me with medical
‘reatment or services. Dr. Willis may disclose health information about me to
doctors, nurses, tcchnicians, office staff or other Pcrsonncl who are involved in

taking care of me and/or my health.

Use and disclose health information about me so that treatment and services |
receive at this office may be billed to and any payment may be collected from
me, an insurance company or a third party. Dr. Willis may also tell my dental P!an
about treatment | am going to receive to obtain Prior aPProval, or to determine

whether my plan will cover the treatment

Leave aPPointmen’c reminders on voice mail / answering machine at home ancl/ or

with adult {:amily members.

Leave account information on voice mail/. answcring machine at home and/or

with adult Familg members.

May we call you at work regarcling:

Yes___ No Treatment

Yes__ No Payment

Signature

Date



