Granite Family Dentistry 				
Sylvia Christian D.M.D./Privacy Official

AUTHORIZATION TO RELEASE DENTAL RECORDS AND X-RAYS
Patient (s): _________________________________________________________
DOB(s): ____________________________________________________________
Address: ___________________________________________________________
___________________________________________________________________
Phone #’s: Home (____) _____-__________   or other (____)______-__________       
‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑
           
I, _________________________, hereby request the release of my and/or my dependants’ dental records and up to date radiographs to:
Self: □ Via Email (Please be advised that we do not recommend un-encrypted emails to be sent)     
         □ Via Mail: _____________________________________________________
Name of Dentist Transferring To: _______________________________________
Address: ___________________________________________________________ City, State & Zip: _____________________________________________________
Phone Number: _____________________________________________________

Special Instructions:__________________________________________________

Patient/Guardian Signature:____________________________________________
Date:_____________________
1558 Hooksett Rd. # 4	Hooksett, NH 03106	603.485.4855
