
 

                         
Records Release Request to Individual 

 
I hereby authorize Cooper Dental Group to release information related to my benefits, lab 
cases, appointments, financials, and treatment plans to the individual listed below. This 

authorization is granted for the purpose of allowing disclosure of my dental information to 
those individuals who I feel should have access to it. 

 
Name: ____________________    Relationship: ____________________ 

 Phone: ___________________ 

 
 

 
Records Release Request from Organization 

 
 

To (Doctor/Physician): ______________________________ 
 

Address: _________________________________________ 
 

City:________________ State:____________ Zip:_________ 
 

Phone: _______________ Fax: _______________________ 
 
 

I authorize the release of dental records and x-rays relevant to dental treatment, or 
copies of such, and request that they be transferred to: 

 
 
 
                                     
 
 
 
_________________________________            ________________ 
Print name of patient                                           Date of Birth 
 
_______________________________          _______________  
Signature (patient parent, guardian)           Date 



 

 
 


