The Foleck Center
For Cosmetic, Implant and Restorative Dentistry



RECORDS RELEASE FORM

I, __________________________ hereby authorize release of my dental records.


To/from:		Doctor	________________________________
			Address	________________________________
					________________________________
			Phone	________________________________	
			Fax 		________________________________
			E-mail		________________________________	


To/from:		The Foleck Center
			For Cosmetic, Implant and Restorative Dentistry
· 201 College Place, #111/Norfolk, VA 23510
· 241 Corporate Blvd., #220/Norfolk, VA 23502
· 2400 Cunningham Dr., #100/Hampton, VA 23666
			(Check the address of the appropriate location)




__________________				_____________________________
Date:							Patient Signature

Office use only:
Date request received/sent:	__________
Request received/sent by:		__________
Date records received/sent:	__________
Records received/sent by:		__________
