
X-ray Release Form 

 

 

 

I, _______________________, give authorization for Manassas Smiles 

 

Dental office to release my dental X-rays to the office of  

 

_________________________________________________________ 

 

for my continued treatment. 

 

 

 

_________      ______________________ 

Date       Patient name – Print 

 

 

       ______________________ 

       Patient name – Sign 

 

 

 

Date    X-rays Released   Released by 

______   __________________  ______________ 

 

______   __________________  ______________ 

 

______   __________________  ______________ 

       

 

 


