
	
  

	
  

	
  

	
  

	
  

I,	
  __________________________________	
  give	
  my	
  permission	
  to	
  Bon	
  Secours	
  Pediatric	
  Dental	
  

Associates	
  to	
  send	
  update	
  letters	
  about	
  my	
  child,	
  ________________________________’s	
  dental	
  care	
  

and	
  conditions	
  to	
  his/her	
  primary	
  care	
  physician	
  to	
  keep	
  in	
  compliance	
  with	
  patient	
  centered	
  medical-­‐

dental	
  home.	
  	
  

	
  

	
  

	
  

	
  

_______________________________________	
  	
  	
  	
  	
  	
  	
  	
  	
  __________________________________________	
  

Primary	
  Care	
  Physician	
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  Number	
  

	
  

	
  

_______________________________________	
  	
  	
  	
  	
  	
  	
  	
  	
  __________________________________________	
  

	
  

Parent/Guardian	
  Signature	
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