X-ray Release Form 

I ___________________________________ hereby request and authorize

                          Patient or Guardian Name
_____________________________ to disclose and provide copies of all full mouth 
                    Prior dentist

Series radiographs taken within the last three to five years, bite wings within the last year, and 

treatment records concerning my  care, to: 
[image: image1.jpg]\WEST SIDE. DENTAL CT, LLC_

Helping Families SMILE for over 30 years




Dr. Cheryl Sobieraj, DDS
650 Chase Parkway

Waterbury, CT 06708

www.westsidedentalct.com
EMAIL: office@westsidedentalct.com
203-597-8878

These records may include, but are not limited to: personal patient information, medical and dental histories, examination records, and radiographs.  

I expressly release from liability the above named person or entity from any and all liability arising from compliance with this request and disclosure of the requested information.

___________________________________                                  ____________________
          Signature of Patient (Parent, if minor)                                                                          Date

