Authorization To Release Dental Records

Michael K. Kaner, DMD FAGD
Genercl and Family Dentistry

Smiles for a Lifetime

215-357-1306

137 West Street Rd. feastervilledental@acl.com
Feasterville, PA 19053 www.feastervilledentol.com

To:

(Previous Dentist Name)

Address:

Phone: Fax Number:

Please release all dental records including x-rays tor:

i

Patient’s Name  (Last) (First) (Middle Initial)

Date of Birth

Address

Phone

I hereby authorize release of all my dental records and take full responsibility.

Signature/Parent/Guardian Date



