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Record Release Form  

 
Date: ______________ 
 
Patient: _______________________________________________________ 
 
Address: ______________________________________________________ 
 
DOB: ______________ 
 
 
I grant permission to Dr. _________________________ to release to  
 
______________________ complete information concerning dental 
 
finding and treatment of the above named patient. I release  
 
Dr. ______________________from any laws related to disclosure of  
 
confidential or privileged information. 
 
 
Signature: ______________________________________Date:__________ 
 
 
 
 


