
Outgoing Records Request 

 

 

 

Outgoing Release of Records 

Date ______________ 

 

Patient’s Name _______________________________    Date of Birth ________________ 

Additional:  

Patient’s Name _______________________________    Date of Birth ________________ 

Patient’s Name _______________________________    Date of Birth ________________ 

Patient’s Name _______________________________    Date of Birth ________________ 

Patient’s Name _______________________________    Date of Birth ________________ 

Patient’s Name _______________________________    Date of Birth ________________ 

Patient’s Name _______________________________    Date of Birth ________________ 

 

Reason for transfer: _____________________________________________ 

 

Please forward my records to:  

New Dentist Name/Office Name __________________________ 

Email Address _________________________________________ 

Patient Signature ______________________________________________________________ 

(or Guardian Signature if patient is a minor) 


