
	  

	  

	  

	  

DATE:	  ______________	  

	  

	  

I,	  __________________________________,	  am	  the	  parent/guardian	  of	  

____________________________________.	  	  I	  am	  requesting	  my	  child’s	  x-‐rays/records	  be	  

released	  to	  (please	  check	  )	  

________	   me.	  

________	   authorized	  person	  ______________________________________________.	  

________	   	   ________________________________________________________.	  
	   	   	   	   	   Doctor’s	  Name/Practice	  Name	  

	   Address:	   ________________________________________________________	  

	   	   	   ________________________________________________________.	  

	  

	  

____________________________________________	   	   _____________________	  
Parent/Guardian	  Signature	   	   	   	   	   	   Date	  

	  


