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fax 318 445 5901

toll free 866 619 8078

RELEASE OF MEDICAL/DENTAL INFORMATION

Patient Name  ___________________________________________________

Date of birth  ____________________________________________________

I, ___________________________________, give my consent for the 

release of any medical and/or dental records concerning my 

child _____________________________  to Alexandria Pediatric Dentistry.

Signature   __________________________________________________________

Print Name  __________________________________________________________

Date    __________________________________________________________

APD.RMI.1115

richard r. brasher, d.d.s.

anna brasher moreau, d.d.s., m.s.

jennifer drummond finney, d.d.s.


