
    

        

         

      

               

            

     

    

    
               

 

 

    

_________________________________________________________________________________________ 

_________________________________________________________________________________________ 

________________________________________________________ 

Request for Transfer of Records 

I, ____________________________, hereby request and give my permission to 

Dr. ________________________ to provide Dr.__________________________________ any and all 

information regarding past dental care for _____________________________. 

Such records may include medical care and treatment, illness or injury, dental history, medical history, 

consultation, prescriptions, radiographs, models and copies of all dental records and medical records. 

Please have these records sent to: 

Signed: _________________________________ Date: ________________________ 
(Patient) 

Signed: _________________________________ Date: ________________________ 
(Parent, Legal Guardian or Custodian of the Patient, if Patient is a Minor) 

Address: ________________________________________________________________ 

Address: ________________________________________________________________ 

Phone: ________________________________________________________________ 
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