
 
 

I authorize the transfer of my dental records to: 

 

Schinto Dental 

John J. Schinto, III, DDS 

2001 West Main Street 

Suite 110 

Stamford, CT  06902 

 

 

Print Name: _____________________________ 

 

Signature:_______________________________ 

 

Date:__________________________________ 

 

 

Please sign one form for each family member.  

Children under 18 need a parent or legal 

guardian’s signature. 

 

 

 


