REQUEST FOR THE RELEASE OF INFORMATION

l, ‘ , Date of birth
the release of my dental records to Cambridge Family Dental.

‘ am requesting

Name of Previous Dental Office

City of location ‘

Phone number or email ‘

Signature of Patient or Guardian Date

Cambridge Family Dental
710 Katie Court
Cambridge, W1 53523
608-423-3615

Frontdesk2@smilesofcambridge.com

C.

FAMILY
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