RELEASE OF RECORDS

 AUTHORIZATION

Date:



I hereby authorize the release of my dental records (please choose one):

 FORMCHECKBOX 
 TO     FORMCHECKBOX 
 FROM

Doctor or Patient’s Name___________________________________________________

Address____________________________ City________________State______Zip_______

Phone___________________________________Fax______________________________

Email address to send records to_______________________________________________
 FORMCHECKBOX 
 TO     FORMCHECKBOX 
 FROM
Gayle K. James, DDS

22232 - 17th Ave SE #208

Bothell, WA 98021

(425) 485-4010

(425) 806-8140 (fax)

dds_565@hotmail.com

Emailing us images is preferred






_____________________________________






Patient name printed






_____________________________________






Patient/Guardian Signature







Revised


01/12/2009mf

