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Dental Records Release Form

I request the release of the following dental records:
PRINT NAME

PATIENT’s NAME (please print below)
First Name Middle Initial Last Name DOB

Release records to (include e-mail address):

Reason for Release:

If Scheduled in Another Office, Date of Appointment:

Please allow two (2) business days to process your request.

Signature of Patient (Parent or Guardian) Relationship (if Parent or Guardian)

Date: Phone #( )
Patient’s 18 years and older must sign their own release.

For Office Use Only:
Accepted by: Date:

Scan Copy into EACH patient’s chart.
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