




AUTHORIZATION FOR RELEASE OF DENTAL RECORDS AND X-RAYS

I, (print patient name) _____________________________________________ authorize the doctors and staff of  ____________________________________________ to release records or knowledge concerning my dental health to general@fiddleheaddental.com
**To better utilize x-rays, the team at Fiddlehead Dental thanks you for sending all x-rays as individual images.  

Fiddlehead Dental
39 Congress Street
St. Albans, VT 05478
(802) 524-9774

Patient name:_________________________________________  DOB: ________________

Patient name:_________________________________________  DOB: ________________

Patient name:_________________________________________  DOB: ________________

Patient name:_________________________________________  DOB: ________________

Patient name:_________________________________________  DOB: ________________



Printed (patient or guardian name) ________________________________________________
Signature (patient or guardian name) ______________________________________________
Date _________________________________

