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Date: ___________________________________________        
RE:   TRANSFER/RELEASE OF DENTAL RECORDS 
The following patient(s) is requesting their dental records to be transferred and released to our dental office.  If you should have any questions or require further information, please contact our office at 830-775-2431.

My name is as follows: _________________________________________________      





(PLEASE PRINT NAME)
Date of Birth:

__________________________________________________

Address:

__________________________________________________

Signature:

__________________________________________________

Please forward these records to the above referenced address.  Thank you in advance for your time and assistance.

L.G. Taylor, D. D. S.

Thomas M. Taylor, D. M. D.
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