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AUTHORIZATION FOR DISCLOSURE OF DENTAL RECORDS

Patient Name: _________________                                    Date of birth: _______________

Telephone: ___________________          Email:___________________________________

Address: __________________________________________________________________

Name of the patient:___________________________

Date of Request:______________________________

Signature of the Patient or Legal Representative:_______________________________

Note: Allow us 5 to 7 bussiness days to provide the Dental Records.
 

I,___________________________ authorize Broadway Dental Associates to Transfer My/dependent

(_______________________________________________) dental records inculding X-rays, clinical notes

and treatment plan to _____________________________________________.

Covering the period of healthcare from _________________ to ______________.

For the purpose of:__________________________________________________.

Transfer the records to the email:_______________________________________.




