
Release of Dental Records 

I    ________ , hereby request and authorize the release of my/my 
families dental records including all recent radiographs to: 

Dr. 

Email: 

Tel: 

Family members to include: 

Patient/Guardian Signature  Date 

P R I N T

A  R  I   .    D  E  N  T  A  L
46    J O H N    S T R E E T  
TORONTO, ON , M5V-3W2
T. 4 1 6     9 7 7   1 4 1 4
F. 4 1 6    6 4 5   3 3 4 3
S T A F F @ A R I .  DENTAL

A  R  I   .    D  E  N  T  A  L
451  KING  STREET  WEST  
TORONTO, ON, M5V-1K4
T. 4 1 6   6 4 5   3 3 4 4
F. 4 1 6     6 4 5    3 3 4 3
I N F O @ A R I  .  DENTAL


	Dr 1: 
	Email: 
	Tel: 
	Family members to include 1: 
	Family members to include 2: 
	Date: 
	Name: 
	Address: 
	PRINT: 


