
Steven A. Fischman, D.M.D.
9 Dale Street

West Hartford, CT 06107
860-236-8376

RADIOGRAPH RELEASE  FORM

I authorize Dr. Steven A. Fischman to release any radiographs 
or other records regarding my or my child's orthodontic 

treatment plan to approriate dental care providers.

  __________________________________ _____________
          Patient name     Date of birth

________________________________________________
                                                 Address

___________________________________________
                         Phone number

    ______________________________________________   
               Patient, parent or guardian signature

__________________________________
              Today's date
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