PATIENT AUTHORITY TO RELEASE DENTAL RECORDS

To:


I, ___________________________________________________________
DOB:________________________

hereby authorise you to release my:


 FORMCHECKBOX 
 Dental Records


 FORMCHECKBOX 
 X-Rays

and send to:

Alice Street Dental

18 Alice Street

Atherton   Qld  4883

Tel:  (07) 40912211

Fax:  (07) 40153283
reception@alicestdental.com.au
I have an appointment with this practice on 
/
/
.

I understand that the release of these confidential records is at the discretion of the treating dentist and the original records remain the property of the dentist who created them.

Signed:


Name (in full):


Telephone:


Dated:

/
/


