I hereby authorize transfer of the following dental records:

Name:_____________________________   Date of Birth:_________________________

Chart #____________________________

Additional family members:

__________________________________  Date of Birth:_________________________

__________________________________  Date of Birth:_________________________

__________________________________  Date of Birth:_________________________

Please forward pertinent information to:

Patricia London, DDS, PA.

Thank you. 

Patient’s Signature_________________________________

Dr. Patricia London

213 Church Street, NE

Concord, NC  28025
