donald wurtzel dds pc

Authorization for Release of Dental Records

Today’s Date

Patient (s) Name and Date of Birth:

Patient (s) Current Address:

Phone #
Requesting: Records and x-rays Pano Only x-rays only
Records to be: Mailed Email or Picked up in office on

| authorize Wurtzel Family Dentistry to release my records to:

Dr’s Name: Phone:

Address: Fax:

Email Address:

Please request my records from:

Dr’s Name: Phone:

Address: Fax:

Email Address:

Reason for request:

Referred out: Moving: Other: (explain)

Signature of Patient or Guardian:

Staff Initials: Date records mailed or picked up:

4554 Washtenaw Avenue, Ann Arbor Michigan, 48108 734-971-2675, frontdesk@annarbordentist.com



