Dental Records Release Form


I, ________________________, am requesting my current dental records to be released and sent to the following dental office. Please e-mail records if possible.



Merryman Family Dentistry
92 Broad Street
Schuylerville, NY  12871
(518)695-9015
dr.merryman@merrymanfamilydentistry.com



Family Members:
Patient Name: _______________________________ Date of birth: ____________
Patient Name: _______________________________ Date of birth: ____________
Patient Name: _______________________________ Date of birth: ____________


Please include the following:
(  ) Clinical Notes
(  ) Radiographs
(  ) Treatment Plans



Patient/Guardian Signature: ____________________________ Date: __________


***Please give this to your most recent dentist or specialist.
