
 
 

 1545 East University Drive, Mesa, Arizona 85203 
Office (480) 834-9001  Fax (480) 844-8206  dentalcenter1@yahoo.com 

 

RELEASE AUTHORIZATION FOR DENTAL X-RAYS AND RECORDS 

 
Dr. Gail G. Goodman and Dr. Gerald L. Diquattro extend a professional courtesy by mailing or emailing 

duplicate x-rays and records, free of charge, to the dentist of your choice. 

 

Patient name:   __________________________________________________ 

Date of Birth:   __________________________________________________ 

Address:   __________________________________________________ 

City/ State:  __________________________________________________ 

Zip Code:  __________________________________________________ 

Daytime phone:  __________________________________________________ 

 
I, ________________________________, hereby request and authorize you to release the x-rays  
  Print Name 
 
and records for ____________________________________ from Dr. Goodman & Dr. Diquattro to:  
    Patient’s Name(s) 
 
Dentist name:  __________________________________________________ 

Address:   __________________________________________________ 

City/ State:   __________________________________________________ 

Zip Code:  __________________________________________________ 

 

Signed:   _______________________________________    (__________________)    
                                                                                         Relationship to patient(s) 
Date:   ____________________________________________________________ 
 
 
 
 

Reason for record transfer: 

Insurance Coverage: ___________  Other (please specify): ___________________________ 

Moving:   ___________  


