
Southern Rivers Dental Records and X-Rays Release Form

I, _______________________ DOB: ___/___/___ do hereby give permission to

_________________________________________________

to copy my dental x-rays and dental records and send them to

________________________________________

  Patient Name ___________________________ < click to fill out

  Patient Signature ________________________

  Date __________________________________ < click to fill out

Please send to: ________________________

Southern Rivers Dental
2712 Highway 34 East • Newnan, GA • 30265
e  general@southernriversdental.com
p  770.304.0082
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