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RELEASE OF RECORDS FORM
 

I _______________________________________ request the release of dental records relevant to dental treatment, or copies of such, and request that they be transferred to:
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Email: ___________________________

Name of Patient: ___________________________

Date Of Birth: ___________________________
Records being requested:
(	) Current Radiographs		(	) Dental Health Status
(	) Treatment Record		(	) Charts	
Other:
__________________________________________________________
Records being requested: ___________________________


______________________________ 	 	 	        ____________ 
Signature(Parent/Guardian if minor)	 	                                                        Date             
Roslindale 857-888-8000 - Fairhaven 508-967-1000 - Beverly 978-288-1000 - Lowell 978-999-9000 - WALTHAM 781-666-6000
www.mysmileydental.com
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