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I believe that the information I have given today is correct to the best of my knowledge.  I understand  
that this information will be held in the strictest confidence and that Dental Associates of Walpole  
adheres to all HIPPA policies.  It is my responsibility to inform this office of any changes in my medical  
status.  I hereby give permission to Dental Associates of Walpole to provide routine dental treatment to 
me.  This may include, but is not limited to cleanings, exams, topical and local anesthesia and radiographs. 
I have received a Notice of the Privacy Practices of Dental Associates of Walpole.


