
ERST BErlD DENTRL
Dr, Toylor Fowles, DMD
Dr, Kelli Fowles, DMD

2250 NE Professionol Court Bend OR 977Oj
Phone: 54.|-388-.l434 Fox 54.l-388-1293

lnfo@eostbenddentol. com

AUTHORIZATION TO DISCLOSE DENTAL RECORDS

I hereby authorize to release the information in

the dental records of to the office listed above

Patient Name

Patient lnformation

Name: Date of Birth :

Name: Date of Birth :

Name: Date of Birth :

By signing below I authorize the dental records released to include any x-ray if they exist. This

authorization may be revoked at any time. Unless revoked, this consent will expire 180 days from
the date of signing. I acknowledge that date to be released may include material that is protected

by State and or Federal law which cannot be released without this consent.

Patient Signature

Legal Guardian Signature ( if applicable)

Date:


