Authorization to Release Dental Records

PATIENT’S FULL NAME: __________________________________________________________
PATIENT’S DATE OF BIRTH: ________________________________________________________

PREVIOUS DENTIST: _____________________________________________________________
ADDRESS: _____________________________________________________________________
PHONE: ____________________________________ FAX: ______________________________


I hereby authorize the release of my dental records and request transfer to:
Dr. Lorrie Rosier
Dr. Mary Krempasky Smith
6817 N Cedar, Ste 101
Spokane, WA  99208
Phone:  509-325-0233      Fax: 509-325-7635
[bookmark: _GoBack]Email: brea@mksmith.com


PATIENT’S  SIGNATURE: __________________________________________ DATE: __________
SIGNATURE OF PARENT/GUARDIAN (if minor):________________________________________
