




RECORDS RELEASE  
 
 

I authorize the office of: 
 
Name of Dr._________________________________________________ 
 
Street Address_______________________________________________ 
 
City & State_________________________Zip Code________________ 
 
Telephone  (       )____________________Fax (      )_________________ 
 
To release current x-rays, Full Mouth Series, Pano, and any other 
pertinent records information to: 

 
DR. WALTER DZIALO 

526 NEWPORT AVENUE 
PAWTUCKET, RI  02861 

 
FAX: 401-724-0199 

PHONE: 401-724-2570 
 

Patient Name (PRINTED)_____________________D.O.B.__________ 
 
Patient SIGNATURE_________________________________________ 
 
Date____________________________ 
 
Notes/Special Request: 
 

 



 


