RECORDS RELEASE FORM:



Date: ___________________________________


Patient’s Name_________________________________________________________________________


Date of Birth_________________________________





I authorize my x-rays and dental records be sent to:


Penn Avenue Family Dental
Dr. Sara Cooper
5346 Penn Avenue S
Minneapolis, MN 55419
Fax: 612-922-1352
Phone: 612-922-0894
info@pennfamilydental.com



Previous Dental Office Name: ____________________________________________

Address: ______________________________________________________________

Phone #: ________________________________

Office Email Address:  _______________________________________________





__________________________________________________
Patient’s Signature




