CHANHASSEN DENTAL
480 WEST 78™ STREET, SUITE 116
PO BOX 189

CHANHASSEN, MN 55317

PH: (952)934-3383

FAX: (952)934-6668
OFFICE@CHANHASSENDENTAL.COM
WWW.CHANHASSENDENTAL.COM

CHANHASSEN DENTAL RELEASE OF RECORDS REQUEST

, authorize my previous Dentist

(Patient name) (Date of birth)

(Dentist/Practice Name) (Street address)

(City, State, Zip)

(Phone) (Fax)
To forward my dental records with respect to any dental care and treatment that | have received.

| understand that the specific type of information to be disclosed includes a detailed report of
examinations, treatment provided, x-rays, and all other records which pertain to my dental health.

This consent is effective until such date that | choose, and | can cancel this consent at anytime. |
understand that the information obtained as a result of this consent may be used after the cancellation
date.

Signed: Date:
(Patient Name)

Signed: Date:
(Parent, legal guardian, or POA of the patient, if the patient is unable to sign for themselves)

Please send my records to the following address:

Name:

Street Address:

City/State/Zip:

Phone:

Email Address:



mailto:OFFICE@CHANHASSENDENTAL.COM
http://www.chanhassendental.com/

