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Dental Records Release Form 

 

Patient Name: ___________________________________________________________ 

Date of Birth: ____________________________________________________________ 

Phone number: ___________________________ Email: _________________________  

Other Family members to transfer: ___________________________________________ 

________________________________________________________________________ 

 

Name of New Dentist or Office Authorized To Receive Protected Health Information:  

________________________________________________________________________ 

Address: _________________________________________________________________ 

Email Address: ____________________________________________________________ 

Phone: ________________________________ Fax: ______________________________ 

Records authorized for release (circle any that apply):   

X-rays      
Periodontal Exam Chart 
Treatment Plan 
Patient Ledger 
Clinical Notes 
 

Patient/Guardian signature: __________________________________________________  

Date: _____________________________________________________________________ 

Relationship To Patient: ______________________________________________________ 


