Ronald R. Widen, DDS

Date:

| hereby authorize:

(Your previous dentist’s name) (Your previous dentist’s phone number)

To release any pertinent dental records of:

(Your Name Last, First (Maiden)) (Date of Birth)
(Address) (Phone Number)
To:

Widen Your Smile

Ronald R. Widen, DDS

2001 N. Halsted, Suite 202
Chicago, IL 60614

(312) 266-0044

Email: xrays@widenyoursmile.com

nas il

A T T (Signature of Patient/Legal Guardian)
ADYAMGED DENTALSTLDIES

AMERICAN ACADEMY
OF COSMETIC DENTISTRY.

2001 N. Halsted Street Suite 202 Chicago, IL 60614 312-266-0044
www.halsteddental.com drtooth@halsteddental.com



