Dental Records Release Form
Dr. Michael R. Thomas
Marshall, Minnesota 56258
Phone: 507-532-3353
Fax: 507-537-1347

I authorize and grant full permission for all patient chart information including patient history, radiographs, and correspondence with dental specialists for the parties listed below to be released and forwarded to:
Dr. Michael R. Thomas
401 Jewett Street
Marshall, Minnesota  56258
Email: infoscheduling@michaelrthomasdds.com 

Signature :_______________________________________Date:____________________
For the following patients:
First Name: ____________________________Last Name:_________________________
First Name: ____________________________Last Name: _________________________
First Name: ____________________________Last Name: _________________________
First Name: ____________________________Last Name:_________________________

TRANSFER RECORDS FROM PREVIOUS  DENTAL  PROVIDER:
Name of Dental Provider to Release Records: _______________________________________
Address: ________________________________________ Phone: ______________________
City:___________________________ State: ________________Zip code_____________


