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Cer1fied	  Specialists	  in	  Orthodon1cs	  
and	  Dentofacial	  Orthopaedics	  

I	  hereby	  give	  Dr.	  Sol	  Laski	  and/or	  Dr.	  Brian	  Laski	  and/or	  members	  of	   their	  staff	  permission	  to	  release	   informaFon	  concerning	  my	  dental	  and/or	  orthodonFc	  
health	  to	  the	  family	  physician,	  denFst	  or	  any	  other	  dental	  specialist	  as	   is	  deemed	  necessary	  from	  Fme	  to	  Fme.	   	  Such	   informaFon	  includes	  x-‐rays	  and	  other	  
diagnosFc	  records	  which	  pertain	  to	  the	  iniFal	  condiFon,	  diagnosis,	  proposed	  treatment	  plan	  or	  treatment	  in	  progress.	  
	  
I,	  the	  undersigned,	  cerFfy	  that	  I	  have	  read	  and	  understand	  the	  above	  medical	  and	  dental	  informaFon,	  have	  reviewed	  it,	  and	  find	  it	  accurate.	   	  If	  there	  are	  any	  
later	  changes	  to	  the	  paFent’s	  clinical	  history,	  I	  recognize	  that	  it	  is	  my	  responsibility	  to	  inform	  this	  office.	  	  I	  also	  give	  my	  permission	  for	  clinical	  examinaFon.	  

E-‐mail:	  	  ______________________	  


