Hickory Flat Dental Group
7840 Hickory Flat Hwy
Woodstock, GA 30188
770-479-8654
770-479-9082 fax
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Flease describe the patient’s individual character or nature (for example, quiet, oulgning, self-conscious, responsible leader. one of the group, eic.)

If you have any sdditionsl concens o questions you wish the doctors to be aware of or you wish the doclors to answer., please describe:

Tos the best of my knowledge, the shove information is correct. | give consent for the initial exam and for records, if needed, 1o determine the necessity of onhodontic treatment
and accept responsibility for payment of records, which includes x-rays, models and photographs. In addition, [ understand those records may be used for professional
referenve, display. onhodontic journals, books, meetings and patient education. 1 give my permission to Dr. Wendy Katz's office 1o obtain a credit report on me, if credit is
extended 1o me for crthodonlic treatment.

DATE Signatere of Person Completing Form

DATE Signature of Person Completing Form



