RECORDS RELEASE

MADISON DENTAL

Dr. Peter Indzonka D.M.D

789 Madison Ave.

Albany, N.Y. 12208

(518) 463-0004

Date of request _________________

I _____________________________________grant permission to Dr. Indzonka/staff to release my dental records (x-rays). I also release the Dr./staff from any laws related to the disclosure of confidential or privileged information.

Please forward them to:___________________________________________________

                                        ____________________________________________________

                                         ___________________________________________________

Signature__________________________________________________

                                        Patient or authorized guardian

Witness________________________________________Date___________________

