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I, __________________________give permission to release applicable 
(Print Name) 

dental records to Glamorgan Dental Centre. 

 

Please email to: info@glamorgandental.ca 
(Include date images/radiographs were taken) 

 

Additional Family Members: 

________________________________ 

________________________________ 

________________________________ 

_______________________________________________ 

 

 

____________________________  ___________________ 
(Signature)       (Date) 

 

 

 

 

 

Diagnostic Records Release 


