
 
510 East State Street, Mauston, WI 53948 

 

Notice of Change in HIPAA 
 

To Whom It May Concern: 

 

I, ___________________ give Wisconsin Dental Improvements 
permission to discuss my health, dental and insurance or billing 
information with 
____________________________________________________
____________________________________________________ 

 

 

____________________________             ____________                                                    

Name of Patient                                             Date                                            


