EVERGREEN
*dental ¥

Patient Name:

Date of Birth:

I authorize Evergreen Dental to release my dental
records/X-rays to the following office:

Patient’s Signature " Date

1220 Main Ave,, Suite #220  tel: 701.237.6307 fax:701.232.0203

Fargo, ND 58103 www.evergreensmiles.com



