










 

 

 

 

 

 

 

 

 

 RECORDS RELEASE REQUEST 

 

 

 

DATE: ________________________ 

 

 

TO: ____________________/_____________/_______________________ 
               Previous dentist name      /     Phone number    /  Fax number or e-mail address 
 

 

PATIENT: _____________________________________________________________ 

 

ADDRESS: _____________________________________________________________ 

 

CITY: ___________________________  STATE: __________ ZIP: _______________ 

 

I authorize the release of dental records and medical records relevant to dental treatment, 

or copies of such, and request that they be transferred electronically* (preferred) or via 

regular mail promptly to:  

 

 

Pinecrest Dental Center for Cosmetic and Family Dentistry 

Drs. Kenward and Mayoral  

12651 South Dixie Highway, Suite 400 

Pinecrest, FL 33156 

(305) 255-7722  / (305) 255-2152 Fax 

e-mail: Smile@Pinecrestdental.com  

 

*Please send x-rays in Dexis (preferred), JPEG, or .PDF format. 

 
 

 

__________________________     ____________________________ __________ 
Print name of patient                                          Signature (patient, parent or guardian)        DATE 
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