Upland Dental Implant & Orthodontics

34859 Frederick St #106

Wildomar, CA 92595

951-678-9888

951-961-9332(emergency)

Authorization for Release of Dental Patient Records

Patient Name: ________________________________
Date of Birth: ____________
AUTHORIZATION TO OBTAIN INFORMATION:  I authorize any dentist, physician, medical practitioner, hospital, clinic or other dental or dental related facility having information available as to diagnosis, treatment and prognosis with respect to any dental or medical condition and/or treatment of me or my minor children to give to Upland Dental & Orthodontics any and all such information.
I understand that the information obtained under this Authorization will be used by Upland Dental & Orthodontics or its authorized representative to determine the circumstances leading to this inquiry and all implications related to dental/medical treatment.
Patient/Guardian Signature: _____________________________
Date: _____________
