
 
 

Request for Release of Records 
 
 
 
 
 
 
 

ÿI  _______________ (Parent/Guardian) hereby authorize the release 
of dental records for _______________ (Patient). 
 
ÿI  _______________ hereby authorize the release of my dental 
records. 
 
ÿP lease send records to the following location: 
 
 __________________________ 
 __________________________ 
 __________________________ 
 
ÿI  will accept the records myself. 
 
ÿF ee collected for records duplication: _____ 
 
Records received: 
 ÿX -rays 
 ÿP rogress Notes 
 ÿT reatment Plans 
 
 
 
Signature: ____________________________ Date: ____________ 
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