Smiles

FAMILY AND COSMETIC DENTISTRY

AUTHORIZATION TO RELEASE PATIENT RECORDS

| HEREBY REQUEST THE RELEASE OF MY DENTAL X-RAYS.
PLEASE SEND TO:

Name of new Dr.

Address:

X-rays transferred:

RELEASE RECORDS FOR:

Patient Name (s):

Date of Birth:

Address:

City/State/Zip:

Patient Signature (Legal Guardian if patient is a minor):

Date:




