
Date_______________

Regarding patient ______________________________________

Date of birth________________________

I give my permission to release x-rays and dental records to:

Sara Riechers, DDS/Compassionate Dentistry
130 NW D St.
Grants Pass, OR 97526
541.956.2177
info@drsarariechers.com
Fax: 541.476.0491

______________________________________
Patient/ Guardians signature 

mailto:info@drsarariechers.com

