
 

 

Date: ______________ 
 
 
I, _______________________________________, request and give permission to release any dental  
   (Print name) 
 
records and/or xrays to Coulee Family Dental. 
         
 
 
__________________________________________         _________________ 
(Signature)                                                                            (Date of Birth)  
 
 
 
Please email to: kotjonesdental@gmail.com (If office uses Dexis, please send in Dexis format) 
 

 

mailto:kotjonesdental@gmail.com

