
 

 

 

 

 

 

 

  

I (we) hereby authorize JUST FOR KIDS PEDIATRIC DENTISTRY to release of all 

dental records, including models, x-rays, treatment records, histories, and photographs 

to 

 
 

 
 

 
 

 
 

 

for my children: 

 
Names of children:       

 
 

 
 

 

 
Dated: 

 

Parent or guardian 


