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Authorization to Release Records 

 

 
I hereby authorize and request ____________________________________ release records for:  

 

Patient Information 

Name: ________________________________________________________________________ 

Address: ______________________________________________________________________ 

Email Address: _________________________________________________________________ 

Date of Birth: _________________________ Phone: _____________________________ 

 

 

 

Signature of Patient: ____________________________________________________________ 

Date: ____________________ 

 

 

Please send my records to: 

7 Peaks Dental 

1470 SW Knoll Ave, Ste 101  Bend, OR 97702 

P: 541-383-0093 F: 541-389-2248 

info@7peaksdental.com 


