
 

 

Dental Records Information Release 
 

 
 
I, _____________________________ 
 
Hereby authorize the release of any copies of X-rays  from Dr ________________________ office for: 
 
 

 
 

  

To be sent directly to 

Dr. 

If you have digital x-rays, please encrypt them using Microsoft Office and email to 
dent0007@gmail.com.  Thank you. 
 
Or to be picked up by ___________________________________________ 

 
 
 
  Patient Name:    Signature: 
 
____________________                 ________________________ 
 
 
 
Date: ________________ 
 

DR JEFFREY BENSIMON  
1090 Wilson Street West, Suite 5E 
Ancaster 
ONTARIO, L9G 3K9 
 
Tel:  (905) 304-1997        Fax:  (905) 304-9797 
Email:  dent0007@gmail.com 

mailto:dent0007@gmail.com

