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AUTHORIZATION FOR RELEASE OF DENTAL RECORDS  
 

o Records TO Sunset Valley Dental 
o Records FROM Sunset Valley Dental 

 
Patient Name: ______________________________ Date of Birth: _______/_______/_______ 
 
Patient Name: ______________________________ Date of Birth: _______/_______/_______ 
 
Patient Phone Number: _________________________________________________________ 
 
Patient Mailing Address: _________________________________________________________ 
 
_____________________________________________________________________________ 
Please release the above named patients’ records and x-rays to: 
 
Dental Office Name: ____________________________________________________________ 
 
Dental Office Address: ___________________________________________________________ 
 
Dental Office Phone: _________________________  Dental Office Fax: ____________________ 
 
*Dental Office Email: _____________________________________________________________ 
 
Signature of Patient, Parent, or Legal Guardian: ________________________________________ 
 
Date of Authorizing Signature: _______/_______/_______ 
 
Signature of Patient, Parent, or Legal Guardian: ________________________________________ 
 
Date of Authorizing Signature: _______/_______/_______ 
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