
 
 

 

 

 

 

DENTAL / X-RAYS RELEASE REQUEST 
 

 

 

 

Date______________________ 

 

 

 

To____________________________________________________________________________________ 

                                                                            
 

 

Address_______________________________________________________________________________ 

 

 

 

City________________________________State________________Zip___________________________ 

 

 

 

I authorize the release of dental records/ x-rays relevant to dental treatment, or copies of such, and 

request that they be transferred to the above address. 

 

 

 

 

 

 

______________________________________              _________________________________________ 

Name of patient                                                                Signature of patient /parent or guardian 


