
 
 
 
 
 
 
 
 
 

RELEASE OF RECORDS 
 
Date: _____/_____/_______ 
 
This is to authorize the release of all dental records, including x-rays to the 
following: 
 
________________________________________________________________
________________________________________________________________
________________________________________________________________
________________________________________________________________
________________________________________________________________ 
 
 
 
 
 
____________________________ 
Patient Name (Printed) 
 
____________________________ 
Patient Signature 
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