
 

 

               ​R​ECORDS​ R​ELEASE​ F​ORM 

 

 

P​ATIENT​ I​NFORMATION​: 

 

N​AME​ ​OF​ P​ATIENT​ _______________________________________D​ATE​ ​OF​ B​IRTH​ _________________ 

C​URRENT​ A​DDRESS​ _______________________________________________________________________ 

C​URRENT​ T​ELEPHONE​ ____________________________ 

 

I​NFORMATION​ R​ELEASED​ F​ROM​: ______________________________________________________________ 

__________________________________________________________________________________ 
 

I​NFORMATION​ R​ELEASED​ T​O​:  ________________________________________________________________ 

__________________________________________________________________________________ 

 

 

I​NFORMATION​ ​TO​ ​BE​ ​FORWARDED​ ​TO​ ​HEALTH​ ​CARE​ ​PROVIDER​: 

 

P​ANORAMIC​ X-​RAY​ ___________ B​ITEWING​ X-​RAYS​ ______________ FMX _______________ 

 

P​ROGRESS​ N​OTES​ ___________                 O​THER​: ___________________________________________ 

 

 

 

 

T​HIS​ ​AUTHORIZATION​ ​SHALL​ ​BE​ ​IN​ ​EFFECT​ ​UNTIL​ ​THE​ ​INFORMATION​ ​HAS​ ​BEEN​ ​FORWARDED​ ​AS​ ​REQUESTED​. 

 

I Understand that my treatment will not be conditioned on signing this authorization, and that I have the 

right to refuse to sign this authorization but that without my signature on this authorization the above 

listed offices is not allowed by HIPAA Law to release my records unless they are being released for 

insurance purposes or for referral purposes (as underlined in my signed HIPAA release form in my chart). 

I understand that I have the right to revoke this authorization in writing, and that a revocation is not 

effective if the information has already been forwarded. 

 

Send Xrays to: ​information@madisondentalnc.com 

 

 

 

 

 

__________________________________________________________ __________________________________ 

S​IGNATURE​ ​OF​ ​PATIENT​, ​OR​ P​ARENT​ ​AND​/​OR​ G​UARDIAN                      D​ATE  

 


