
Signature: date:

Print Name:

PERMISSION TO SEND X-RAYS AND CORRESPONDENCE VIA EMAIL

I consent to the use of email for transmission of my x-rays and letters of correspondence to my personal 
email address as well as other dental offices (including referrals for specialty care).

This form will remain in effect until otherwise noted (via email or in person).

NOTE: Like any method of communication, there is some risk that information sent via email could be read or 
accessed by a third party in transit. The practice has adopted reasonable safeguards (password protection 
and individual user IDs) to minimize this risk.

244 Adelia St.
Middletown, PA 17057

717-944-3311
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DR. COURTNEY J. LAM, DMD

ADDRESS of Previous Dentist/Practice:

Name of Previous Dentist/Practice:

Telephone Number of Previous Dentist:

EMAIL of Previous Dentist:


