DENTAL
OFFICE

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

PRINT

ARI . DENTAL
46 JOHN STREET
TORONTO, ON, M5V-3W2
T 416 977 1414
F. 416 645 3343
STAFF@ARI. DENTAL

ARI . DENTAL
451 KING STREET WEST
TORONTO, ON, M5V-1K4
T. 416 645 3344
F. 476 645 3343
INFO@ARI . DENTAL



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


