
 

V6.23 

 
 

Patient Release of Records 

  

Name of previous dental office: ________________________________________ 

I, _________________________ , authorize the release of my records to Timberlane Dental Group. 

 

Please email dental records and radiographs for the following patient(s) to 

mailbox@timberlanedental.com as soon as possible. Thank you. 

 

Patient Name (print): ______________________________________  Birthdate: _______________ 

Patient Name (print): ______________________________________  Birthdate: _______________ 

Patient Name (print): ______________________________________  Birthdate: _______________ 

Patient Name (print): ______________________________________  Birthdate: _______________ 

Patient Name (print): ______________________________________  Birthdate: _______________ 

 

 

 

Signature: ______________________________________   Date: ______________ 

(Patient or Parent/Guardian) 
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