
Date: ______________________________ 

I, _________________________________________________hereby 

request the release and transfer of any dental x-rays and records, or copies 

of such, from Caring Hands Dental Clinic to: 

Dental clinic name:_________________________________________

Address:_________________________________________________

  _________________________________________________ 

Phone:__________________________________________________

Email:___________________________________________________

____________________________________ ___________________ 

Patient’s Printed Name                     Date of Birth 

_______________________________________________________ 

Signature of Patient, Parent or Guardian 

2209 Jefferson Street #101A, Alexandria, MN 56308 

320-815-5711 ◊ email: frontdesk@caringhandsdc.org 

www.caringhandsdentalclinic.com 

301 11th Street NE Pipestone, MN 56164
507-690-1745 ◊ email: pipestone@caringhandsdc.org

www.caringhandsdentalclinic.com 
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