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Date: _______________________

I, _______________________________, give permission to the following individuals to bring my child, ______________________ to his/her orthodontic appointments.

[image: Dr]
 
              Dallas:  8510 Abrams Rd. # 508 Dallas, TX 75243    P 214-503-0060    F 214-503-0023
             Frisco:     6801 Warren Pkwy #121 Frisco, TX 75034   P 972-335-1300    F 972-335-1313
www.rxsmile.com


Name:		      Relation to Patient:		Phone Number:		Email:
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

							       Signature of Parent:
												           ________________________________
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Building Beautiful Smiles... Together!




