The Periodontal Implant Institute 

1355 Beverly Road, Suite 210

Mc Lean VA 22101

AUTHORIZATION TO DISCUSS TREATMENT
I,_____________________________________, give The Periodontal-Implant Institute permission to discuss my case and/or treatment with:
NAME: __________________________________ Relationship: __________________________
NAME: __________________________________ Relationship: __________________________

NAME: __________________________________ Relationship: __________________________

Patient Name: ___________________________Relationship to Patient (if minor): ________________

Signature of Patient, Parent, Guardian, or Representative

Date:
Telephone: 703.288.3570

Fax: 703.288.0111

