
 
 
 
 
 

70 East Grove Street - PO Box 656
 Middleboro, MA 02346   

    508-947-4770 - Fax 508-946-6040  
 
         

  
 
 
 
 
 
 
_____________________________ 
 
_____________________________ 
 
_____________________________ 
 
 
Dear Dr. ______________________ 
 
 
I give my permission for you to release my dental records and x-rays to 
Drs. John Gomes Jr., and/or Gregory M. Bartek. 
 
 
________________________________  ____________________ 
  Signature    Date 
 
 
 ________________________________       ______________________ 
  Patient Name     Date of Birth 
 
 
 
__________________________________________________________ 
  Address    
 
          
 


