AUTHORIZATION FOR RELEASE OF DENTAL RECORDS AND X-RAYS
Name of patient: __________________________________________________________

Patient’s DOB: _______________

Address: ________________________________________________________________

City: _____________________________________ State: _________ Zip: ___________

Additional family members to be included:

Name: _________________________________________________ DOB: ___________

Name: _________________________________________________ DOB: ___________

Name: _________________________________________________ DOB: ___________

I am requesting a transfer of records for the following reason (please check all that apply):
⁪Seeking a specialist

⁪Seeking a second opinion

⁪Moved

⁪Changing dentists

⁪Other: _______________________________________
Please have Dr. Stein contact me.
I, (print patient or guardian name) ______________________________, hereby authorize the release of dental records or knowledge concerning my dental health to:
Full Dr. Name: ___________________________________________________________

Street Address: ___________________________________________________________

City: _____________________________________ State: _________ Zip: ___________

Office Phone: _________________________
Signed (patient or guardian signature): _________________________________________ 
Date: ___________

