
 

Authorization to Transfer Dental Records 
Please complete this form to authorize the release of dental records from one provider to another. 

Releasing provider: ________________________________________ 

Receiving provider or office: ________________________________________ 

I authorize the releasing provider listed above to send the patient's dental records to the receiving 
provider or office listed above. 

Patient name: ________________________________________ 

Patient date of birth: ________________________________________ 

The records that may be released include treatment records, dental history, medical history, 
consultation notes, prescriptions, radiographs, models, and other related dental or medical 
records. 

Send records to 
Recipient name or office: ________________________________________ 
Address: ________________________________________ 
City, State, ZIP: ________________________________________ 
Phone: ________________________________________ 
Fax or email: ________________________________________ 

Authorization and signatures 
Patient signature: ________________________________________ Date: __________________ 

Parent, legal guardian, or custodian signature  

(if patient is a minor): ______________________________________ Date: __________________ 

Relationship to patient: ________________________________________ 

Printed name of signer: ________________________________________ 

Signer address: ________________________________________ 

Signer phone: ________________________________________ 
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