y

THE GAP DENTAL PRACTICE

Patient Authority to Release Dental Records

to release my dental records or copies thereof, including radiographs and photographs where
applicable.

(if applicable) and those of my following dependants.

R , of The Gap Dental Practice.
(info@gapdental.com.au)

| understand that the release of these confidential records is at the discretion of the treating dentist

Dl ettt ettt et st sre e et eraee and that the original records remain the property of

Name (in FUll): oo
DOB: et s e
AdAress: e s
Telephone: e e

Dated: e et



