COLLEGE OF SAN MATEO

DENTAL ASSISTING PROGRAM

RADIOGRAPHIC RELEASE FORM

___________________________________was seen by Dr. _____________________

 (Patient’s Name)

for a medical/dental history review and initial oral examination.  The patient is released 

to have radiographs taken by the College of San Mateo Dental Assisting program.  Any 

medical and/or dental precautions are listed below.  This information is confidential 

between the patient, faculty and assigned student.  All HIPAA guidelines apply to the 

confidentiality of this patient.

MEDICAL/DENTAL PRECAUTIONS:

Signed:  ______________________________________________   Date: ____________



Doctor signature

Dr. Name: _______________________________________________________________

Dr. Address: 

Phone#  


PATIENT ACKNOWLDGEMENT
I, _________________________________, am aware that this initial examination is not considered to be a comprehensive dental examination and that I will need to see a general dentist, after the x-rays are taken at the College of San Mateo, for a more thorough dental exam and consultation.

Signed: ________________________________________________


            Patient signature

