
 

 

 

 

Date: _______________________  

 

 

I, ________________________________________________________________, herby request the 
release and transfer of any relevant dental X-rays and records, or copies of such, from: 

 

___________________________________________________________________________________ 

T0: Caring Hands Dental Clinic 

 

 

__________________________________ _________________________  
Printed Name     Date of Birth 
 
 
____________________________________  
Patient’s Phone Number 
 
 
_____________________________________ 

Signature of Patient, Parent, or Guardian 
 

 


	Date: 
	Printed Name: 
	Date of Birth: 
	Patients Phone Number: 
	Signature1_es_:signer:signature: 
	NAME: 
	Clinic where records currently reside: 


