
Drs. Delaney Plunlcett,
Ralstrom, Malcowslci,
Thanasas, Ker fr Associates, P.C.

Date

t, , Parent/Cuardian of
(Signature P[ease)

do hereby give my permission for you to release copies of the dental records of my child to:

Name

Address

PEDIATRIC DENTISTRY
Curt S. Ralstrom, D.D.S.. M.5.

Martin J. Makowski, D.D.S.

Jeffrey S. Daulton, D.D.S., M.S.

Renee D. Fraser, D.D.5.

Hassan Oueis, D.D.S.

ORftIODONTICS
Ari C. Thanasas, D.D.S., M.S.

AIanJ. Ker D.D.S., M.S.

City, State, Zip

Office Telephone Number

Child/Children's Name

Fax Number

Check which applies:

n Transferring out of office

n Seeking other professional services

How did our office serve you?

n Excellent n Satisfactory

Reason for leaving:

tr
u

Retire chart(s) please

Do not retire chart(s)

I Poor

Additional Comments:

Northeast Professional
(586) 286-O7oo

"Special Care FromThe Beghning"

Building, 394OO Garfield, Suite 2OO. Clinton Township, Michigan 48038-4096
. FAIG (585) 286-5932 . prmpedo@aol.com . www.mychildsteeth.com


