ATI.MWALK

DENTAL & ORTHODONTICS

Authorization for Transfer of Dental Records and X-rays

Name of Patient:

Patient's DOB:

Address:

City: State: Zip:

Additional family members to be included:

Name: DOB:
Name: DOB:
Name: DOB:
Name: DOB:
Name: DOB:

I, (print patient or guardian name) , hereby

authorize the release of dental records or knowledge concerning the dental health of the patient(s)
listed above.

From:
Office Name / Provider:

Address:
Phone:

Email:

To:
Office Name / Provider:

Address:
Phone:

Email:

Name:

Signed (patient or guardian signature):

Date:

7502 Iron Bar Lane, Gainesville, VA 20155 (703) 996-4472 info@atlaswalkdental.com
www.AtlasWalkDental.com



