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Authorization to Release Dental Records
This form is to authorize the release of medical records including x-rays and treatment records.

Patient Name:

Date of Birth:

Address:

Phone Number:

Current Dentist:

Address:

Phone Number;

Fax Number:

Please send Records to: EMAIL IS PREFERRED

Mame or Office:

Address:

Phone Number:

Fax Mumber:

Email:

| hereby consent to the release of all dental records including x-rays obtained through my entire course
of dental care and diagnosis and treatment from any dentist who has provided care for me.

S5IGNED DATE




