
 

 

 

Records are being requested from:  

Office Name & Address:  

  

  
 

 

Please release the records for: 

PaƟent Name:  Date of Birth:  
 

Please forward any of the following informaƟon that you have on file: x-rays, perio charƟng, and 
photographs to Wilsonville Dental Care. 

 

I hereby give you permission to release my dental records to Wilsonville Dental Care. 

 

PaƟent/Guardian Signature:  Date:  
 

 

Printed Name:  
 

 

30045 SW Parkway Avenue ● Wilsonville, OR 97070 ● P: (503) 682-2455 ● wilsonvilledentalcare@gmail.com 


	Date of Birth: 
	Date: 
	Printed Name: 
	Office Name: 
	Street Address: 
	City, State, Zip: 
	Patient Name: 


