Authorization for Release of Records
PATIENT INFORMATION

| authorize the release of all my dental records and x-rays as requested.

Email:

Forwarding Address:

FORM COMPLETION

Signature of Patient, Parent, Legal Guardian

IF PATIENT IS A MINOR
Form signed by

Relationship to Patient

New Baltimore Family Dentistry
12498 US RT 9W - West Coxsackie, NY 12192
T (518) 731-2797 - F (518) 731-9974 - Email: info@nbfdentistry.com



