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AUTHORIZATION TO RELEASE DENTAL INFORMATION

(THE EXECUTION OF THIS FORM DOES NOT AUTHORIZE THE RELEASE OF INFORMATION OTHER
THAN THE TERMS SPECIFICALLY DESCRIBED BELOW.)

PATIENT NAME: DATE OF BIRTH:
PREVIOUS NAME:(IF APPLICABLE)

RELEASE TO DOCTOR:

ADDRESS:

PHONE EMAIL:

| REQUEST AND AUTHORIZE THE ABOVE-NAME DOCTOR OR HEALTH CARE PROVIDER TO
ELEASE THE INFORMATION SPECIFIED BELOW TO THE ORGANIZATION, AGENCY OR
INDIVIDUAL NAMED ON THIS REQUEST. | UNDERSTAND THAT THE INFORMATION TO BE
RELEASED INCLUDES INFORMATION REGARDING THE FOLLOWING CONDITION(S):
INFORMATION REQUESTED:

COPY OF COMPLETE DENTAL CHART

COPY OF DENTAL X RAYS

ALL TREATMENT RENDERED

OTHERS (E.G MODELS-DESCRIBE)

PURPOSE OR NEED FOR WHICH INFORMATION IS TO BE USED:

TRANSFER OF RECORDS SECOND OPINION

OTHER, PLEASE EXPLAIN

AUTHORIZATION: | CERTIFY THAT THIS REQUEST HAS BEEN MADE VOLUNTARILY AND
THAT THE INFORMATION GIVEN ABOVE IS ACCURATE TO THE NEST OF MY KNOWLEDGE. |
UNDERSTAND THAT | MAY REVOKE THIS AUTHORIZATION AT ANY TIME, EXCEPT TO THE
EXTENT THAT ACTION HAS ALREADY BEEN TAKEN TO COMPLY WITH IT. WITH MY
EXPRESS REVOCATION, THIS CONSENT WILL AUTOMATICALLY EXPIRE UPON
SATISFACTION OF THE NEED FOR THE DISCLOSURE, BUT IN AND EVENT: DATE SUPPLIED
BY PATIENT; OR IF REVOKED IN WRITING BY PATIENT; OR 180 DAYS FROM THE DATE
HEREOF; OR UNDER THE FOLLOWING

CONDITIONS:

OFFICE UseE ONLY
PATIENT NAME (PRINT) DATE
DATE RECEIVED
SIGNATURE DATE SENT

SIGNATURE AUTHORITY




