
 
 
 

X-RAY CONSENT AND REQUEST 
 

I consent to have my and/or my family member(s) most recent Bitewings and Panoramic x-ray(s) sent to 
 Aeir Dental. 
 
 
My Name      Birthdate 
 
 
___________________________   _____________________ 
 
 
___________________________   _____________________ 
 
 
____________________________   _____________________ 
 
 
____________________________   _____________________ 
 
 
 
Signature:_______________________________________________________ 
 
Date:_____________________ 
 
Office Name (Previous Office/Dentist): ________________________________ 
 
 
Please forward x-rays to admin1@aeirdental.com via Brightsquid 
 
Aeir Dental 
Suite 411, 722 85 St SW 
Calgary, Alberta T3H 1S6 
(403) 455-5087 


