Bruce Neison, DD‘%{&

J Laser & Microscopic Enhanced Dentistry /1

I, ,do hereby authorize Dr.

to release copies of all my dental records and radiographs to:

Dr. Bruce L. Nelson
1776 E. Glendale Ave.
Phoenix, Arizona 85020

Phone: 602-678-4500
Fax: 602-331-3552

Email: info@bnelsondds.com
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