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Authorization for the Release of Dental Records
Your child's information
		Patient Name(s):_____________________________________________
		DOB:______________________________________________________

New Dentist Information
		Dentist/clinic name:__________________________________________
		Phone Number:_____________________________________________
		Email Address:______________________________________________
		I hereby authorize Patrice Espinosa, D.D.S. to release the above patient's dental 				records to the indicated dentist /clinic


 (
Signature of parent or legal guardian
)		_____________________________________
 (
Printed name of parent or legal guardian
)		_____________________________________
 (
Date
)		_____________________________________release of Dental Records
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