X-RAY REQUEST AND RELEASE FORM

Edward D. Dallam, DDS

5000 W. 95" St., Ste. 300, Prairie Village, KS 66207
P: 913-649-0310 F:913-649-2088

edwarddallamdds@gmail.com

Date: / /

Patient Name:

Requested by (if other than the patient):

Relationship to Patient:

Exam Date(s) Requested:

X-Ray(s) to be Sent to (Email address):

I authorize the release of the X-Rays(s) requested above.

Signature Date



