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817 Westport Drive

Rockledge, FL  32955

321-433-1141
Patient:______________________________

Dentist:______________________________

I request that the above named dentist release my dental records, including progress notes

photographs, radiology reports, and any other ancillary studies performed in the office, as 

well as any summaries of my evaluations, to  the dentist listed below.  I permit a copy of 

this authorization to be used in place of the original and to be considered valid.

Patient date of birth:________________________SS#:__________________________

I permit release of my records to:_____________________________________________

________________________________________________________________________

Signature                                                                                      Date

Please email any digital xrays to oceanbreezedental@gmail.com

Thanks! ( 

