From office of:

 Dr. Cheryl Billingsley
10446 Ridgefield Parkway

Richmond, VA 23233   804-740-4485

www.richmondfamilydentistry.com
Date ______________

Record transfer for ________________________________  DOB ___________

_______________ FMX

_______________ BW’s

_______________ PA’s

_______________ Panorex
_______________ Periodontal Charting

Last Oral Evaluation ______________

Last Prophylaxis _________________

Dentist Name ____________________________________

Address _________________________________________


  _________________________________________


   _________________________________________

If you have any questions about treatment on _____________ while in our care, please feel free to contact the office.

Release of records: 

Patient or Guardian signature ______________________________ Date _____________

