Records Release Form

Patient Full Name: ___________________________________________
Patient Date of Birth: _________________ SSN: ___________________
Patient Address: ____________________________________________
Patient Signature: ___________________________ Date: ___________

[bookmark: _GoBack]This is authorization for David W. Hammer, DMD to release all of my dental records; including x-rays, charting, treatment notes, & any other pertinent information. 

Information released to the following:
Doctor/Practice Name: ______________________________
Telephone #: _____________________________
Address: _________________________________
E-mail Address: _______________________________

