Release of Patient Records

l, , authorize the release of my dental records and
any other information in my patient file.

Indicate what information you would like released. Usually radiographs less than one year old
are beneficial.

L] Bitewing radiographs dated:

[ Full mouth series radiographs dated:
L1 Panoramic radiographs dated:

] Periapical radiographs dated:

| request the records be sent to:

Doctor’s Name:

Address:

City/State/Zip:

Phone Number:

Email Address:

[ 1 will take possession of my records.

Signature: Date:

Patient/Parent/Guardian

*Please return this form to H&H Family Dental. To submit form via email,
please send it to HHFamilyDental@gmail.com. Thank you!




