
 

 

AUTHORIZATION FOR RELEASE OF PATIENT INFORMATION 

 

 

Patient’s Name:_______________________________________________ DOB:________________ 

 

Date of last examination: ____________________________________________________________ 

 

Date of last prophylaxis and fluoride treatment: __________________________________________ 

 

Date of last BW: ___________________________________________________________________ 

 

Date of last O-pan: _________________________________________________________________ 

 

Sealants: _________________________________________________________________________ 

 

Other information: 

_________________________________________________________________________________ 

 

_________________________________________________________________________________ 

 

_________________________________________________________________________________ 

 

Records will be released from :  _______________________________________________________ 

 

To Office or Dentist name: ___________________________________________________________ 

 

Address:     ______________________________________________________________ 

 

      ______________________________________________________________ 

 

E-mail address:    ______________________________________________________________ 

 

Appointment Date:        ______________________________________________________________ 

 

 

______________________________  ______________________________ 

Signature      Date 

______________________________  ______________________________ 

Relationship      Daytime telephone number 


