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Records Release Request





Patient Name: ____________________________________DOB:_____________


Address: __________________________________________________________

__________________________________________________________

Phone:____________________________________________________________


I hereby authorize and request you to release, to the following office, my complete dental records in your possession:

Office to be Released to:									

Address:___________________________________________________________________________________________________________________


Patient Signature_______________________________Date_____________

                                        


507.288.1101	honordental@outlook.com	2112 Viking Dr. NW
		Rochester, MN 55901
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