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Date: _________________ 

 

 

 

Dear Doctor   _________________________________ 

 

 

Mr./Mrs. _______________________________________ recently decided to receive 

dental care in our office. Please forward any recent radiographs or any information that 

you would consider important in allowing us to continue with this patient’s care. 

Thank you for your cooperation. 

 

 

Authorization of release, 

 

 

 

________________________________ 
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