
 

 

The Kids Dentist, PC 
Dr. Christopher A. Rozhon, DMD 

7282 Oswego Road 

Liverpool, NY  13090 

Phone (315) 451-6260 Fax (315) 451-1022 

www.thekidsdentistonline.com 
 

 

Authorization for Release of Dental Records and X-rays 
 

 I, (print patient or guardian name) _________________________________, 

hereby authorize the doctors and staff of The Kid’s Dentist, PC to release records or 

knowledge concerning the dental health of (patient name/s) ________________________ 

_________________________________________________________________________________. 
 

Please mail records to: 

 

□ My home address:  _________________________________________ 

                         _________________________________________ 

 

□ Dental Office:  _________________________________________ 

    _________________________________________ 

   

□ Email:  __________________________________ 

 

□ I prefer to pick up: __________________________________ (contact phone number) 
    

   I specifically request that you release copies of: 

□All x-rays and treatment records 

□Treatment records only 

□X-rays only  

 

I understand there will be a copy fee of $5 for paper copies of my treatment records and 

cavity detecting xrays (bws) and an additional $5 for my panorex. 

 

 

Signed (patient or guardian name) __________________________________ 

 
Printed name ___________________________________ Date_____________ 

http://www.thekidsdentistonline.com/
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