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DENTAL RECORDS RELEASE FORM 

By signing this form, I authorize you to release confidential health information about me, by releasing a copy of 

my dental records, to the dentist/person/facility/entity listed below. 

 

Patient Name: ______________________________________ Date of Birth: _______________________ 

 

Signature: __________________________________________Date: ______________________________ 

 

______________Full Mouth X-rays 

 

______________Panorex 

 

______________Bitewing X-rays 

 

______________Treatment Plan 

 

 

Name of previous dental office: _____________________________________________________ 

 

Please release my dental records to the following dentist: _______________________________ 


