Records Release Authorization

I hereby authorize: 

(Dentist Name)

(Address)

(City, State, Zip Code)

to send copies of the dental records and radiographs of:

(Patient Name)




(Date of Birth)

to:

Drs. Mackler, Siurek and Associates

46 Daggett Drive, Suite 2-C

West Springfield, MA 01089

Tel: (413) 747-9224
(Patient or Guardian Signature)




(Date)

