
MEDICAL INFORMATION AUTHORIZATION 

 

 

 

I , ________________________authorize the release of copies of all 

medical/dental records, including documents pertaining to treatment and 

history, radiographs, photographs, and models to the office of Drs. Berns 

and Dioguardi. 

               Recipient 

 

I  also authorize the use of a photographic or faximile reproduction of this 

release to have the full force and effect of the original. 

 

 

__________________          ____________ 

Patient    Date
 


