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Patient Authorization to Release Dental/Medical Information 

I understand that my family members may inquire about my dental treatment/needs over the telephone or in 

person. I also understand that it is a breach of physician-patient confidentiality for my doctor/staff to disclose 

my dental information in any way with anyone without my written consent. By signing this form, I am 

designating the parties with whom I wish Gentle Dental Spa to discuss my dental/medical condition.  

 

In accordance with the above, I __________________ (patient) hereby authorize Gentle Dental Spa to discuss 

and release my dental/medical information to the following individuals: 

1. ____________________________ Relationship ____________________ 

2. ____________________________ Relationship ____________________ 

3. ____________________________ Relationship ____________________ 

 

Patient Signature: X______________________________    Date:________________ 

 

Dental Appointment Policy 

We realize that illness, emergencies and changes in work or schedules occasionally occur. We kindly ask that if 

you must change an appointment, please give us at least 48 hours’ notice. This courtesy makes it possible to 

give your reserved time to another patient who needs it. It is our policy to charge a $50 fee when a broken 

appointment occurs. A broken appointment is when you are a no call or no show to an appointment and do not 

give a 48 hour notice to cancel or reschedule the appointment. Repeated broken appointments could result in 

being categorized as a “walk-in” patient which may lead to a wait depending on the schedule.  Our office asks 

patients to confirm their appointments. Appointments must be confirmed within 48 hours of the appointment 

time by responding to our confirmation call or text.  

Patient Signature: X_____________________________  _  Date:________________ 

 

Photo Consent 

I ___________________   give Gentle Dental Spa my permission to take before and after photos of my teeth 

and face, as needed for chart and insurance purposes. 

Patient Signature: X ______________________________    Date:________________ 

Medical Records 

I ________________ hereby give my consent to have any and all my medical records, including labs and test 

results faxed or mailed to and from my dentist Dr. Thomas M. Pham, DMD or Dr. Justine A. Turla, DMD I 

understand that such information is absolutely necessary to continue with my dental treatment safely.  

Patient Signature: X_____________________________   _  Date:________________ 

 


