
 

 

 

 

Permission for Release of Dental Records 

 

Patient Details: 

Name…………………………………. 

Address………………………………………………………………………………………… 

D.O.B………………………………….. 

 

I…………………………………………hereby give permission for the release 

of my dental records and any relevant radiographs from Glen 

Forrest Dental Care to be forwarded to:   

 

Name of surgery ……………………………………………………………………………. 

Phone number……………………… Address ……………………………………...... 

………………………………………………………………………………………………………. 

 

Signed…………………………………. 

Date……………………………………. 


