HEBRON CENTER DENTISTRY

www.HebronCenterDentistry.com

REQUEST FOR RELEASE OF PATIENT RECORDS

The undersigned acknowledges their lawful authority to request release of a patient’s record.
The undersigned and listed patient hereby requested the transfer of said records, and we hereby
request that you release the following patient’s records:

Patient’s Name:

DOB:
Address:
Signature of patient (or) signature of guardian if applicable
Date
We thank you in advance for your help & cooperation in this matter.
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