







[image: ]I, (Print patients name) _________________________________, hereby authorize the Doctor and staff of (prior DDS) _________________________________________________________________________ to release records or knowledge concerning my dental health. 

I am requesting that you release the following: 
_____ X-Rays
_____ Treatment Plans
__X__ Both


_____ Please have physical copies available to pick up
_____ Please mail a copy to: 720 2nd Street East, Kalispell, MT 59901
_____ Please fax a copy to: 406-755-4774
[bookmark: _GoBack]__X__ Please email a copy to: Kalispellfamilydental@gmail.com


Signature of patient/guardian ____________________________________________________________
Print: ________________________________________________________________________________
Date: ________________________________________________________________________________
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