
	
  
DENTAL RECORDS RELEASE FORM 

 
 

Patient Name: 
______________________________________________________________________________ 
 
 
Address: 
______________________________________________________________________________ 
(Street)                                                                       (City)              (State)                   (Zip) 
 
Home Phone: __________________________________ 
 
Work Phone: __________________________________ 
 
Birth Date    : __________________________________ 
 
 
Please transfer my dental records: 
 
 
From: _________________________________  To:  __________________________________ 
 
 
 
Patient 
Signature: __________________________ 
 
Date:      ____________________________ 
 
 
www.familyplusorthodontics.com 


