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RELEASE OF RECORDS

I, ____________________________, authorize and request the copy of and release of my dental records.  Any necessary information, including x-rays should be forwarded to:

Name_____________________________________________________________________

Address___________________________________________________________________

City, State, Zip_____________________________________________________________

Phone #___________________________________________________________________

Fax #______________________________________________________________________

Patient Signature___________________________________________________________

Date______________________________________________________________________

28780 Single Oak Drive, Suite 150 Temecula, CA 92590  Tel (951)695-0010  Fax (951)695-0024
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