
 
 

AUTHORIZATION FOR RELEASE OF PROTECTED HEALTH INFORMATION 
PATIENT REQUESTS FOR TRANSFER OF DENTAL RECORDS  

 

 
By signing this completed form, I authorize the transfer of the Dental Records maintained 
by Oakwell Dental Care, for the following patient(s) 
 
Patient(s) Name: ________________________________________________________________________ 

Date of Birth: _______________________________ ​ ​ Phone: ____________________________ 

Address: ________________________________________________________________________________ 

City: ____________________________________ ​State: __________ ​ ​ Zip: __________________ 

 

 

To the following Dentist on my behalf: 

Dentist: _______________________________________________ 

Address: ______________________________________________ 

City: ____________________ State: _________ Zip: __________ 

Email: ________________________________________________ 

Phone: ___________________________ 

 

 

Signature of Patient/Parent or Guardian of Patient:                             Date:  

 

___________________________________________________            ​ ​

________________________       


