
 

359 Main Street 
Watertown, MA 02472 

617.926.1801 
FAX 617.923.9618 

www.DamicoDMD.com 

I hereby request a copy of my dental records. 

Patient Name _________________________________________ 
Relationship to Patient _________________________________ 

Forward to: 
Dr. _________________ 
Office Email __________________________ 
Office Address ____________________________________________________ 

Signature _______________________________      Date __________________ 

Please allow 3-5 business days once this form has been received. Thank 
you.

http://www.DamicoDMD.com

