
     
 

 

 

Authoriza on for Release of Dental Records 
 

 Patient Name _______________________________________________________ Date of Birth ____/____/_______ I hereby authorize the release of all recent dental radiographs to Lancaster Smiles Family and Cosmetic Dentistry.   Patient  or Legal Guardian Signature: _______________________________________Date: _______________ 
 
To:  _______________________________________ Fax:  ______________________________________   Please Email radiographs to:          Dr. Michael E. Funk           smile@lancastersmilespc.com        P (717) 394-3592       F (717) 394-5988          Lancaster Smiles Family & Cosmetic Dentistry       2359 Oregon Pike Suite 102       Lancaster, PA 17601     8 

 


