
 

Telephone: (518) 869-1138 

Fax: (518) 869-5679 

 

 

 

I hereby request and authorize the release of my clinical records and radiographs concerning my past dental 

treatment in your office to: 

 

 

Kendra J. Zappia, D.D.S. 

Morgan M. Fryer, D.D.S. 

Pine West Plaza, Suite 306 

Albany, NY 12205 

 

 

 

If radiographs are digital, please email to info@zappiakarol.com 

 

 

 

Patient(s) name(s) ____________________________________ Date of birth ____________________ 

 

 

        ____________________________________ Date of birth ____________________ 

 

 

        ____________________________________ Date of birth ____________________ 

 

 

 

 

 

 

 

 

 

 

 

 

Signature ____________________________________________ Today’s date ______________________ 
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