
Incoming Records Release Form 

 

 

 

**Please provide this form to previous office  

 

Incoming Record Release Request 

 

Patient Information (Please Print) 

 

Name: ____________________________________ DOB: ______________ 

 

Additional Family Members:  

 

Name: ____________________________________ DOB: ______________ 

 

Name: ____________________________________ DOB: ______________ 

 

Name: ____________________________________ DOB: ______________ 

 

Name: ____________________________________ DOB: ______________ 

 

Transfer Records to:  

Office Name: Birch Family Dentistry 

Phone Number: (603)471-6000 

Email: office@jjohnsondmd.com 

 
 

Previous Office Info:  

 

Office Name:  __________________________________ 

 

Office Email:  ___________________________________  

 

Office Fax: ________________________ 

 

I authorize the release of my, and my family members, records to be transferred. 

  

 

Patient signature: ______________________________________           Date: _____________  

 


