d T H E D E N TA |_ O F F | C E DR. MARK F. SANTANA | DR. NICK BARBON

RECORDS OF RELEASE

DATE:

l , HEREBY REQUEST THAT

DR.

RELEASE A COPY OF THE DENTAL RECORDS FOR:

NAME:
D.OB.:
ADDRESS:

CITY:
PROVINCE:
POSTAL CODE:
PHONE:

BE SENT TO THE OFFICE OF:
DR. MARK F. SANTANA / DR. NICK BARBON

388 Queen Strest East, Sault Sainte Marie, Ontario P6A 171
Fax: 705-759-8515 Email: baillee.thedentaloffice@shaw.ca

A PHOTOGRAPH OR FAX OF THIS RELEASE WILL BE AS EFFECTIVE AND VALID AS
THE ORIGINAL WHICH RESIDES IN MY RECORD AT THE OFFICE OF DR. MARK SANTANA.

SIGNED:

PATIENT

OR

SIGNED:

PARENT, LEGAL GUARDIAN OR CUSTODIAN OF PATIENT IF PATIENT IS A MINOR OR IS INCAPABLE



