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Authorization for Release of Dental Records 
 

Patient Name: _________________________________     Date of Birth: ______________________________ 
 
Authorizes Piedmont Regional Dental Clinic to release my dental records to the following entity/provider: 
 
Entity / Provider’s Name: _____________________________________________________________________ 
 
Address: _________________________________City: ____________________State: ______  Zip: ________ 
 
Phone Number: ____________________________   Fax Number: _______________________________ 
 
Email Address: __________________________________________ 
 
______Please release a full copy of my dental/or medical records  
 
______Please release only the specific information requested  
 
______Please release only the following information: ______________________________________________ 
 
EXPIRATION: This Authorization is good for one year unless specific date range is requested in writing. 
 
By signing, I am authorizing Piedmont Regional Dental Clinic to disclose my dental records to the entity or 
provider listed above. I understand that the information released per this authorization, if redisclosed by the 
recipient, is no longer protected by Piedmont Regional Dental Clinic.  
 
SIGNATURE OF PATIENT / LEGAL REPRESENTATIVE:  
 
__________________________________________________________________Date: ________________  
 
If signed by a person other than the patient, please indicate relationship:  
 
__________________________________________________   


