l, , DOB do hereby give permission to

(patient name) (Date of Birth)
Dr. Ted Fields Oral & Maxillofacial Surgery to send copies of may dental images and/or dental implant information to the
following provider:

Name:

Address:

City, State, Zip code:

Phone Number:

Email Address:

Signature of Patient Name or Patient Parent/Guardian Date:

Dr. Ted Fields, D.D.S., Ph.D.
Oral & Maxillofacial Surgery
8226 Douglas Avenue, Suite 810
Dallas, TX 75225
214-346-0555





