
Dental X-Ray Release Form

Requested dental x-rays and records release for :

(I also authorize request for my dependants for whom i am guardian)

Patients Name Date of Birth

_______________________________________ ______________

_______________________________________ ______________

_______________________________________ ______________

_______________________________________ ______________

_______________________________________ ______________

Previous Dental Office name : __________________________________________________________

Previous Dental Office address : ________________________________________________________

Previous Dental Office # : ______________________________________________________________

Signature:________________________________________ Date: __________________________

Thank you

Uxbridge Dental Care

Suite 350, 60 Uxborough Place NW

Calgary , AB T2N-2V2

Phone: (403) 906-2820

admin@uxbridgedentalcare.ca
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