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PEDIATRIC DENTISTRY

DENTAL RECORD RELEASE AUTHORIZATION

For the purpose of obtaining patient care, | hereby request and authorize the release of my child’s protected dental records. |
understand that this release will be honored for sixty (60) days from the date of this authorization. | understand that | may revoke
this authorization at any time in writing, except to the extent that action had already been taken in the reliance of this consent. |
understand that the information disclosed, because of this authorization, may be further disclosed by the recipient and may no
longer be protected.

| on behalf of , DOB

(Parent or legal guardian) (Patient’s name)

Authorize Emhardt Pediatric Dentistry to send records to:

Office Name, Address, Phone and E-mail address:

Authorized Signature: Date:

To Whom It May Concern:

We have enclosed the following dental records as requested by the patient/parent for the purpose of continuation of care.

Radiographs: Additional History:
O Bitewing First Appointment:
[0 Occlusal Last Recall:
O Periapical Last Operative:
[0 Panoramic Last Orthodontic:
O Cephalometric Other:
0 No Current Radiographs

Additional information may be supplied upon written request by the legal guardian of the above stated patient. Please provide
specific items or details about your request to ensure the desired outcome. We will be happy to provide this additional information
upon receipt. Because we are concerned for this patient’s privacy, and meet the regulations outlined by the HIPAA policy, please be
advised that we will not share this information over the phone or internet, only written requests and releases will be honored.

Dental Records Enclosed for Patient:

Provided by: Date




