Raptou Family Dental, Inc Where There’s Always More to Smile About!
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Affirmation, Assignment & Release

| affirm that all information | have given today on this registration and the medical/dental form is correct to the best of my knowledge.
| understand that this information will be held in the strictest confidence and it is my responsibility to inform this office of any changes
in my medical status. | consent to the making of necessary x-rays, study models, photographs, and videotapes before, during, and after
treatment, and to their use by Dr. Raptou for exam, study, diagnosis, treatment, documentation, for patient education and demon-
stration, for dental educational lectures, and in scientific papers without patient compensation.

If I have dental insurance, | hereby authorize my insurance benefits to be paid directly to Dr. Raptou and authorize his office to release
any information pertaining to my dental insurance. Regardless, | understand that | am financially responsible for all charges whether or
not paid by my insurance. | certify that | have read or had read to me the contents of this affirmation, assignment, and release, and
realize the risks and limitations involved.

Signature Date




