
Oneida Dental Group
308 Main Street

Oneida, New York 13421

Records Release Authorization

I hereby authorize and request you to release to:

________________________________________

________________________________________

________________________________________

Attn:  Dr. _________________

The most recent dental x-rays and charting in your possession on the 
following patient(s):

______________________

______________________

______________________

______________________

______________________

____________________________
                                                   (Signature; if relative, state relationship)
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