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Authorization to Release Dental Records


Patient Name(s):  _______________________________________________________

Date of Birth:  __________________________________________________________

The undersigned party hereby authorizes ____________________________________
to transfer a copy of the most recent x-rays and any other pertinent information for the
patient(s) listed above to:

Dental Clinic Name:  Fort Family Dental
Dental Clinic Email Address:  team@fortfamilydental.com

Cancel Future Appointments (circle one):  YES  /  NO

Signature:  __________________________________	Date:  ____/____/_______

Print Name:  _________________________________
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