






Request dental records from  1/13/2011 

Authorization to Disclose My Dental Information 
 
 

 

I hereby authorize (previous dentist): 

 
 ________________________________________________________(__________)___________________ 
 Name of previous dentist      Phone # 

 
 ______________________________________________________________________________________ 
 Address 
 

______________________________________________________________________________________ 
 City        State   Zip 

 

to disclose to:  Jason J. Lee, D.D.S. 

  P.O. Box 160 

  Meadow Vista, CA  95722 

  (530) 878-2224 

  (530) 878-8169 Fax 

     
records and information pertaining to: 

 
_____________________________________________________________________/_________/__________ 
Patient name (list other names used)     Date of Birth 
      
____________________________________________________________(_________)__________________ 
Address        Phone # 
 
_________________________________________________________________________________________ 
City        State  Zip 
 

 

I authorize release of my dental information including X-rays for the following 

purpose(s):____________________________________________________________________. 

This authorization shall become effective immediately and shall remain in effective for one year 

from the date of signature unless a different date is specified here________/_______/________. 
          Date 

I may revoke this authorization in writing at any time.  The written revocation will be effective 

upon receipt, except to the extent that the disclosing party or others have acted in reliance upon 

this Authorization.   I understand that the recipient may not lawfully further use or disclose the 

health information unless another authorization is obtained from me or unless such or disclosure 

is specifically required or permitted by law. 

 
__________________________________________________________________________/________/__________ 
Patient or legally authorized individual signature    Date 
 
_____________________________________________________________________________________________ 
Printed name if signed on behalf of the patient              Relationship (parent, legal guardian, etc.) 


	DrLeeForms
	img127
	img125
	img126

	Consent Release Request

