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Records and X-Ray Request Form
__________________________________________________
Patient Name (Printed)
______________________________
Date of Birth
______________________________________________________________
Dentist/Office Name
______________________________________________________________
Address
______________________________________________________________
Address Line 2
 (______) _________-__________________
Phone Number
I permit the above office to release my dental records to Precious Smiles Children & Family Dentistry.

I would like to pick up the copy of my dental records on the following date and time: ______________________________

          Please mail a copy of my records to the office above.

	Please E-Mail a copy of my records to the office above.
Office Email:  precioussmilesdentistry@gmail.com   

______________________________________
Printed patient name
______________________________________
Patient Signature
_______________
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Precious Smiles Children & Family Dentistry
Pranati G. Tati, DMD
820 Belvedere Street
Carlisle, PA 17013
717-243-0300 ● 717-243-2268
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