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Kelly Wilkes Ford, D.M.D., M.H.S., PA
Practice Limited to Periodontics

321 North Laurel Street
Summerville, South Carolina 29483

Telephone: 843-871-6636

I hereby authorize payment directly to the Dental Office of the group insurance benefits
otherwise payable to me. I understand that I am responsible for all costs of dental treatment. I
hereby authorize the Dental Office to administer such medications and perform such
diagnostic, photographic and therapeutic procedures as may be necessary for proper
dental care. The information on this page and the dental/medical histories are correct to
the best of by knowledge. I grant the right to the dentist to release my dental/medical
histories and other information about my dental treatment to third party payers and/or
other health professionals.

Patient or Responsible Party
X

In the case of default of payment, I promise to pay any legal interest on the balance due, together
with any collection costs and reasonable attorney fees incurred to effect collection of this account
or future outstanding accounts. 

Patient or Responsible Party
X

AUTHORIZATION

PAYMENT DEFAULT

I give permission to Kelly Wilkes Ford, D.M.D., M.H.S., P.A. its members and employees to
share my information with:
___________________________________________________________________________
___________________________________________________________________________

so that this person or entity may assist me with my health care issues. In addition, I ____ DO
____ DO NOT allow permission for messages to be left on my contact numbers. 
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