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WASHINGTON CENTER
for Cosmetic Dentistry

To: Dr.

Phone#: ( ) - Fax# (__ ) -

Please forward all of my records and x-rays to Washington Center
for Cosmetic Dentistry. Please contact me if you have any questions

at ( )

Patient Name: DOB:

Signature: Date:

From: The Office of Drs. Pollowitz & Brown
4910 Massachusetts Ave. NW Suite 204
Washington, DC 20016

Email: weed@amazingdentistry.com

P 202-244-4477

F 202-244-3273

Confidentially Notice: This message is intended only for the individual or entity addressed and may contain information that is privileged,
confidential and exempt from disclosure under applicable law. If the reader is not the intended recipient for delivering the message solely to
the intended recipient, you are hereby notified that any dissemination, distribution or copying of this communication is strictly prohibited.

If you have received this communication in error, please notify us immediately by telephone at (202) 363-2500 and destroy this document.
Thank you.



