
 
Dental Records Release Form 

Megan	  Diaz-‐Freed	  D.D.S.	  
1709	  E	  10th	  Street	  

Sioux	  Falls,	  SD	  57103	  
Phone:	  605.332.1500	  	  	  	  	  	  	  	  Fax:	  605.332.0363	  

Email:	  10thstreetdental@midco.net	  
	  
	  

I,	  ___________________________________	  authorize	  the	  release	  of	  records,	  including	  but	  not	  
limited	  to,	  current	  dental	  x-‐rays,	  intra-‐oral	  photos	  and	  periodontal	  charting	  for	  the	  following;	  
	  
Name:	  ___________________________________	   	   Date	  of	  Birth:	  _______________	  

Name:	  ___________________________________	   	   Date	  of	  Birth:	  _______________	  

Name:	  ___________________________________	   	   Date	  of	  Birth:	  _______________	  

Name:	  ___________________________________	   	   Date	  of	  Birth:	  _______________	  

	  
FROM	  Dental	  Office:	  	  ___________________________________________________	  

Address:	  	   	   ___________________________________________________	  

Phone	  Number:	   	  ___________________________________________________	  

E-‐mail	  Address:	  	   ____________________________________________________	  

	  

TO	  Dental	  Office:	  	   ___________________________________________________	  

Address:	  	   	   ___________________________________________________	  

Phone	  Number:	   	  ___________________________________________________	  

E-‐mail	  Address:	  	   ____________________________________________________	  

	  
	  
___________________________________________	  	   	   	   _________________	  
Patient	  /	  Guardian	  Signature	   	   	   	   	   	   	   Date	  


