
 

 

 
 

 

 

 

I, _______________________, authorize the release of my dental records. 

 

Please release my records to: 

Name of Clinic: _______________________________________________________________ 

Clinic’s Phone #: ______________________________________________________________ 

Clinic’s Email: ________________________________________________________________ 

Other: ______________________________________________________________________ 

 

Please also release the records of the following patients: 

 
 

 

 

 

_________________________________________________   ___________________ 
Patient Signature                                                                                                                  Today’s Date 

Patient Name Patient DOB 

  

  

  

  

Bomstad Dental 
911 1st St. N 

Hopkins, MN 55343 
Email: info@bomstaddental.com 

Phone: (952) 938-7746 
Fax: (952) 938-1511 

 

mailto:info@bomstaddental.com

