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To the Dental office oft

Dental Radiograph/History Release

I, authorize the release of my recenr

"o*piei raphs (up to 5 years prior) and
bitewing radiographs (up to 1 year) and copy of my dental history with youioffice to:

Vidya S. Reddy DMD
290 Baker Avenue Suite ZZ4N

Concord, MA 01742
978-369-3831

This office accepts radiographs by e-mail to:
vidyareddydmd@live. com

Thank you for your help in forwarding these records.

Signature of Patient or Guardian (if minor child) ilte
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