
A to Z Pediatric Dentistry 
 
 
 

X-RAY RELEASE FORM 
 

 
 

Patient’s Name: ___________________________________ 
 
 

 
 
As parent or legal guardian, I do hereby give consent to A to Z Pediatric 
Dentistry to release a copy of my child’s x-rays to: 
 
 
 

____________________________________ 
____________________________________ 
____________________________________ 

 
For purposes of: 
 
  _________________________________ 
 
  _________________________________. 
 
  
 
 
 

__________________________________ _______________________ 
    Parent or Legal Guardian Signature       Date 
 

__________________________________ _______________________ 
   Witness Signature         Date 
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