
DENTAL REEORDS R,ELEASE FORM

Patient Name;' Date of Birlh;

I hereby au,thorize the doctor ancl staff of paga Famity Dentistry, pLG to
release and/or request records concerning iv dentat health, I understand
that tho specific type of information disclosed may include a dotattod report
of examination(s), treatment(s), x-ray(s) and other records that pertain to
my dental heatth.

Dentai Practice/Dentist Name:

Phone Number:

Please forward any of the foilowing information that you have:
Probing Depth Chart and X-Rays to:

Paga Family Dentletry, .pLC
112 8. Lake $treet

Boyne Gity, Ml 49712
Fax: 281.497,614,1.

pag adenta l@gm,p il,eEm

Date


