
BRUCE R SCHECHTER, D.D.S. 
 
 
 
 

AUTHORIZATION FOR RECORDS RELEASE 
 
 
 

TO __________________________________________________________ 
 
 

I hereby authorize and direct you to release my dental records and any x-rays 
to: 
                                           Bruce R Schechter, D.D.S 
                                              One Golden Hill Street    
              Milford Ct. 06460 
                                           
 
 
NAME ______________________________________________________ 
 
SIGNATURE _________________________________________________ 
 
WITNESS ____________________________________________________ 
 
DATE _______________________________________________________ 

 
 


