RELEASE OF RECORDS

*PLEASE PROVIDE A COPY OF MY DENTAL RECORDS (diagnostic x-rays). 
I UNDERSTAND THAT ORIGINAL RECORDS AND X-RAYS ARE YOUR PROPERTY.
I AGREE TO ACCEPT COPIES, AND INFORMATION GIVEN ME VERBALLY.
.
Patient Name


_________________________________________
Reason why you are leaving the office? 
__________________________________________________________________

__________________________________________________________________

___________________________________________________________________

Records to be release to (Dr’s name, address or Email address)

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________

BY SIGNING BELOW I APPROVED THE RELEASE OF MY RECORDS.  

Patient Signature_______________________________

Date__________________

