
                 

                                                                           

 
 

 

 

                                                                                            

 

PATIENT RECORDS RELEASE 
 

              Date: _________________________ 

 

I, ____________________________________________________, authorize the following Doctor 
(Patient’s Name ) 

 
_________________________________________________________________________ 
(Doctor’s Name) 

 
To release my records to: 

 
 

  ❑  

Name: Dental Partners of Vero Beach 
Address: 3790 7th Terrace, Suite 201 
 Vero Beach, Fl. 32960 
Phone:  772.569.4118 
Fax: 772.569.9446 
E Mail : Office@verobeachdentist.com 

 

   ❑ Other 
 

Name:  
Address:  
  
Phone:   
Fax:  
E Mail :  

 
 
 

_________________________________________________________________________ 
(Patients Signature) 

 


