                                                Kevin Purviance, D.M.D.

                                                   61 South Main Street

West Hartford, CT  06107

             236-2566

Please release my records to the following doctor:

 Name of Dentist:                        

_____________________________________________________

Address: 

________________________________________________________

Email that Xrays are to be mailed to: 

_______________________________________________________

Signature and address of patient requesting release of records:

__________________________________________________________

__________________________________________________________

X
__________________________________________________________

