DEER CREEK DENTAL CLINIC, LTD

Mark S. Mueller, DDS
820 North Superior Ave
Tomah, WI 54660
Phone: 608-372-5000
Fax: 608-372-4159

CONSENT RELATING TO TREATMENT OF MINOR PATIENT

Minor Patient’s Name Date of Birth

To facilitate dental care and treatment of my child, , (“Minor
Patient”), by Deer Creek Dental Clinic, Ltd (providers), the undersigned parent or
legal guardian of the Minor Patient hereby agrees as follows:

1.

| am a parent or legal guardian of the Minor Patient authorized to make
dental care decisions on behalf of the Minor Patient.

| authorize Deer Creek Dental Clinic to engage in the following acts:

[Please Check Applicable Box]

Direct Authorization For Treatment by Deer Creek Dental
Clinic. | authorize Deer Creek Dental Clinic to provide the Minor
Patient with emergency, urgent and other dental care and
treatment in my absence.

Appointment of Parent Substitute To Authorize Care And
Treatment For Minor Patient. | authorize the Parent Substitute
designated in paragraph 3 below to give informed consent for
emergency, urgent and other dental treatment for the Minor
Patient.

Release Of Information. To ensure that the Parent Substitute has
access to Patient Health Information needed to make informed
consent decisions, | authorize Deer Creek Dental Clinic to provide
the Parent Substitute with Patient Health Information relating to
the Minor Patient. “Patient Health Information” means all dental
records relating to the Minor Patient which are protected and



confidential as is defined by HIPAA, to include: account
information, appointments, and treatment.

3. Identification of Parent Substitute. | appoint the following individual(s)
to obtain access to Patient Health Information, give informed consent
for dental treatment, or otherwise receive custody of the Minor Patient.

Name Relationship Address
4. Duration. This authorization is valid for a maximum period of one (1)
year commencing on , and expiring on

. This authorization may be revoked by me at any
time prior to that expiration date by providing Deer Creek Dental Clinic
with written notice.

5. Release. | agree to release Deer Creek Dental Clinic Ltd and the
providers from liability for any claims resulting from release of Patient
Health Information in reliance upon this authorization.

| have carefully read and considered this consent for before signing it.

SIGNATURE OF PARENT OR LEGAL GUARDIAN:

Signature (specify parent or guardian) Date

Signature of Witness Date

CONTACT INFORMATION CONCERNING PARENT OR LEGAL GUARDIAN:

Name:

Mailing Address:
Home Telephone Number:
Work Telephone Number:

Cellular Telephone Number:
Other Contact Information:




