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Neo Dentistry may need to forward copies of some or all of your digital X-Rays to another office for referral or transfer requests.  Please sign below to allow our office your permission to release this information.
Responsible Party (if patient is a child): _____________________________________
Patient Signature (over 18): _____________________________________________________
Date: ____________



By signing below I give Neo Dentistry my permission to use any records and/or photos made during the process of examination, treatment, and retention before and after treatment for future clinical use or dental related case presentation, research, education or publication in professional media.  
Responsible Party (if patient is a child): _____________________________________
[bookmark: _GoBack]Patient Signature (over 18): ________________________________________________________
Date: ______________
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