
MATTHEWS FAMILY DENTISTRY 

 
 

Account Information Release Form 
 

 

I, _________________________  , hereby authorize Matthews Family Dentistry to 
release accounting and appointment information to specified members of my 
family.   

 

Names of authorized family members: 

 ___________________________________________ 

_________________________________________ 

_________________________________________  

_________________________________________ 

 

 

Patient’s Signature_____________________                Date______________ 

 

 

 

 

 


