Records Release Form

[bookmark: _GoBack]Patient Name: ______________________________________________________

Patient Date of Birth: _________________________________________________

Patient Address: _____________________________________________________

Patient Signature: _______________________________ Date: _______________

This is to authorize release of all my dental records including, but not limited to, x-rays, charting, treatment notes, and any other pertinent information. Please forward this information to the following:
David W. Hammer, DMD
Stony Spring Family Dental
3413 Stony Spring Circle
Louisville, Kentucky 40220
Info@hammerdental.com
