PATIENT AUTHORITY TO RELEASE DENTAL RECORDS
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Hereby authorise (details of previous practice):
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To release my dental records or copies thereof (including clinical notes,
xrays and photographs) and (if applicable) those of my dependants:

And to provide such records to SALAMANCA DENTAL

L4 18A 33 Salamanca Place
Battery Point TAS 7004
Phone 62888070

Email: admin@salamancadental.com.au
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