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I authorize release of any information relating to this claim. I also hereby authorize payment of the group insurance benefits otherwise payable to me directly to James H. Choi, DDS, MS, Inc.
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·  I authorize James H. Choi DDS, MS, Inc. and/or Gregory J. Conte DMD, MS to take x-rays, study models, photographs, and any other    diagnostic aids deemed appropriate to make a thorough diagnosis of my dental needs.·  Based on my need for periodontal care, I authorize the doctor to perform all recommended treatment mutually agreed upon by me and to    employ such assistance as required to provide proper care.·  I understand that I am responsible for all costs of dental treatment.·  I have answered this information form as completely as possible.  ________________________________________________                                                                                                                             Signed (patient or parent if a minor)                     Date
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