To: _____________________________________________
Patient Name______________________________________      Date of birth _____/_____/_______
I authorize the release of records relevant to dental treatment, or copies of such, along with this completed form; and request that they are transferred to:
GARY A. BRAMER D.D.S.

gabdds@communitynet.org 
706 OKOMA DRIVE

OMAK, WA 98841

509-826-2744 Phone
509-826-6449 Fax

Initial examination: _____/_____/_______

Last examination: _____/_____/_______
Last hygiene visit: _____/_____/_______

Recall frequency: __________________

Last bitewing x-rays: _____/_____/_______
Last panoramic film: _____/_____/_______
Remarks:
Patient or Legal Guardian Signature __________________________________________
