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DENTAL RECORDS RELEASE FORM
 PATIENT INFORMATION: 

Name: _________________________________________________   Date of Birth: _______________________

I, _____________________________, give my permission for the release of copies of all current x-rays & clinical records in the possession of Dental Design Studio to disclose to:    
________________________________________________________________________________________

Name of Health Care Provider / Plan / Other/ Myself
________________________________________________________________________________________

Address
PHONE: __________________________________      FAX #   ___________________________________   
EMAIL: _______________________________________________________________________________

Please release copies of current x-rays & clinical records of the following family members in addition to myself.
Name: ____________________________________________
DOB: _________________________

Name: ____________________________________________
DOB: _________________________

Name: ____________________________________________
DOB: _________________________

I am aware any warranty with my treatment will be void by transferring to another office. 

The reason I am transferring is: 

_________________________________________________________________________________________

_________________________________________________________________________________________
_________________________________________________________________________________________
SIGNATURE OF PATIENT / LEGAL REP: 
__________________________________________________________________DATE: ________________ 

If signed by a person other than the patient, complete the following: Individual is:    parent* legal guardian      

legally incompetent          incapacitated deceased          next of kin / executor of deceased
