Cambridge Family Dental
Date: _____________
I authorize the release of any current radiographs from the office or doctor named below to Cambridge Family Dental, Dr. Adam Curtis, Dr. Jascha Marchuk or Dr. Danielle Olson.
________________________________

________________________________

________________________________

Print Name of Patient: _________________________

Signature of Patient or Legal Guardian: ________________________________

Please mail, fax or e-mail radiographs to: 
1596 2nd Avenue NE
Suite A
Cambridge, MN 55008
763-210-5272 (fax)
mail@mymndentist.com
