
​DENTAL RECORDS RELEASE FORM​
​Willam E. Zugner, D.D.S., Todd R. Pedersen, D.D.S., P.L.L.C.​

​55 North Ave., Webster, NY 14580​
​Email: northavexrays@gmail.com​

​Office Phone-​​(585) 872-2797​ ​Office Fax- (585) 872-5571​

​____________________​
​Date​

​___________________________________________________​
​Patient Name​

​_____________________​ ​_____________________​
​Date of Birth​ ​Phone Number​

​___________________________________________________​
​Previous Dentist/Practice Name​

​I hereby give permission to release any and all​
​relevant dental records/x-rays to Zugner &​

​Pedersen Dental Group.​

​Please forward all information to:​
​northavexrays@gmail.com​

​________________________________________​
​Patient Signature​​(parent if minor)​

​________________________________________​
​Relationship to Patient​​(if applicable)​

mailto:northavexrays@gmail.com

