
174 Route 101 Unit C1
Bedford, NH 03110
(603) 471-6000

Release of Records

Date ______________

Patient’s Name _______________________________ Date of Birth ________________

Additional:

Patient’s Name _______________________________ Date of Birth ________________

Patient’s Name _______________________________ Date of Birth ________________

Patient’s Name _______________________________ Date of Birth ________________

Patient’s Name _______________________________ Date of Birth ________________

Patient’s Name _______________________________ Date of Birth ________________

Please forward my records to

New Dentist Name/Office Name __________________________

Email Address _________________________________________

Patient Signature ________________________________________
(or Guardian Signature if patient is a minor)


