
.

STEPHENR.ENGELDDS
ROBERTF.ClARKDDS
MICHAELJ. ROMANODDS
MICHAELS.GROSSMANDDS
BONNIEPAYERDMD

7555 Morgan Road
PO Box 2645

Liverpool, NY 13089-2645
(315) 457-0620

CONSENT FROM PATIENT TO RELEASEDENTALRECORDS

I hereby consent to the release of a copy of the dental records for:

Patient'sname: Dateof Birth---1---1_

Patient's address:

o FROMthe officeof Drs. Engel, Carle, Romano, Grossman & Payer

to: _Myself
_the officeof Dr.

o TO the office of Drs. Engel, Clark,Romano, Grossman & Payer

(Printed name of patient)

x
(Signatureof patientor legalguardian)

Date
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