


I certify that I have completed these medical/dental history forms to the best of my knowledge. I will not hold Dr. Chiakowsky or any member of his 

staff responsible for errors or omissions that I might have made in completing this form. By my signature below I authorize insurance benefits payable 

directly to Dr. Chiakowsky. Dr. Chiakowsky may release all information necessary to secure payment. I authorize the use of this signature on all insurance 

submissions. I understand that a confidential credit report might be obtained –however, this will NOT show as an inquiry on my credit report.
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