
 
 
 
 
 
 
 
 
 

 

DATE: ______________________________________________________ 

 

PATIENT NAME(S): ____________________________________________ 

 
 
 
I, ___________________________________________________, 
authorize release of my dental records including x-rays to Island View 
Dental, Dr. Lofgreen, Dr. Kearns, and Dr. Serbousek. 
 
Dr._________________________________________________________

____________________________________________________________

____________________________________________________________ 

 

Signature of patient or guardian: 

____________________________________________________________ 


