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RECORD RELEASE

I, request a copy of my medical and
l:iEntaI records, including x-rays and perig-charting , be released.
E-mall to: mptoothfixer®@aol.com

X Date
Signature of patient, parent, or guardian

PATIENT INFORMATION

Patient's name: Guardian (If under 18):

Address:

Date OF Birth:

REQUEST FROM
Mame of Dentist:

Phone #:

Fax #:

Thank you for your corporation in this matter,

X Date
Mark A Peterson, DMD, PA.




