Date ___________________________
Patient Information
First Name ___________________________       MI ______       Last Name 	
Address 	
City 	       State __________       Zip ______________________ 
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Authorization to Request Dental Records
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New Patient Information Form



Office Use Only:
Date Sent: __________________     Requested By: ________________________     Date Received: ___________________     Method: ______________


DOB 	
Phone 	

Release Records From:
Name of Facility / Provider 	
Address 	
City 	       State __________       Zip ______________________ 
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New Patient Information Form
Welcome to Woodruff Family Dental. Completing this form helps us provide care tailored to you.
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New Patient Information Form



Phone 	
Fax 	

Release Records To:
Woodruff Family Dental
10184 W Happy Valley Pkwy, Suite 195, Peoria, AZ 85383
Phone: (623) 486 – 2640   |   Fax: (623) 566 – 4727
[bookmark: _Hlk209282399]Purpose of Disclosure:     □ Continuity of Care     □ Personal Records     □ Insurance     □ Other 	
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Patient Records Release Form
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New Patient Information Form






Information to Be Released
Please indicate which records you would like released:

□ Complete Dental Record
□ Treatment Notes / Clinical Summary
□ X-rays / Imaging
□ Periodontal Charting
□ Billing / Insurance Records
□ Other 	

Authorization
I hereby authorize the above-named office to release my dental records to Woodruff Family Dental as indicated above. I understand:
1. I may revoke this authorization at any time, except to the extent that action has already been taken.
2. Information released may include records protected under HIPAA.
3. Fees may be charged by the releasing office for copying or sending records.


Signature 	     Date _____________________________
If the patient is a child, parent or guardian signature
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