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PEDIATRIC DENTISTRY

Today’s Date:

Child’s Name : Date of Birth:

| hereby authorize a copy of my child’s dental records to be released to:

Name of Dentist/ Practice:

Address:

Telephone:

Email (if applicable):

Reason for the transfer:

Parent Signature Date

Tweet Pediatric Dentistry *7845 West Century Blvd Chanhassen, MN 55317 * P:952-401-3341 F: 952-223-6865



