
 _______________________________________________________________________________________________________ 

2010 Tudor Glen Place St. Albert, AB T8N 3V4 
P: (780) 476-4537     F: (780) 418-1762     E: reception@tudorglen.ca     W: www.tudorglen.ca

XRAY RELEASE FORM 

Name:  ___________________________________________________________  

Address:  ___________________________________________________________  

City:  ______________________  Postal Code:  _______________________  

Phone Number:  ___________________________________________________________  

I hereby authorize the release of any current dental x-rays. 

FROM (dental clinic name and address): 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

TO: Dr. B Croutze 
Tudor Glen Smile Clinic 
2010 Tudor Glen Place 
St. Albert, AB, T8N 3V4 
reception@tudorglen.ca 

 ___________________________________________________________  

Date:  ___________________________________________________________  

Signature/Guardian Signature: 

M M M M  D, Y Y Y Y
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