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Authorization for Release of Dental Records 

Patient Name to Transfer:          

Date of Birth:       Phone:         

Other Family Members to Transfer:           

                       

 

I authorize River Pines Dental to release my records to: 

Dr. or Dental Office Name:               

Address:       Phone Number:    

Fax Number:      or Email:        

 

I authorize River Pines Dental request my records from: 

Dr. or Dental Office Name:               

Address:        Phone Number:    

Fax Number:      or Email:        

Reason for request:  □ Transferring dental offices     □ Second Opinion     □ Referred out    □ Other 

 

Signature of Patient or Guardian:        Date:    

 

If records are digital please email to: frontdesk@riverpinesdental.com 

 

*I understand that all information I hereby authorize to be obtained will be held strictly confidential 

and cannot be released without my written consent.  I understand that this authorization will remain 

in effect until revoked by me in writing. 

mailto:frontdesk@riverpinesdental.com

