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Authorization form to transfer a patient file

I, the undersigned

Patient name;

Date of Birth:

Address:

Postal Code & City of residence:

@) Has had his/her patient file handed over personally

@) Authorizes to transfer his/her patient file to he following (dental) office:

(Dental) office name:

Address:

Postal Code & City of residence:

Signature patient:

Date:
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