
                                                Tim Tiralosi, D.M.D. 
731 Stirling Center Place, Suite 

1951 Lake Mary, FL 32746  
(407) 333-1335 

DrT@Tiralosidental.com 

            RECORDS RELEASE AUTHORIZATION     

Patient’s name:___________________________________ 

Patient’s address:_________________________________ 

City/State/Zip:____________________________________         

  

I hereby authorize the release of my complete dental records 
and X-rays to: 

 

Myself__________________________________________ 

Or Doctor/Facility:_________________________________ 

Doctor’s Address:__________________________________ 

City/State/Zip:_____________________________________ 

Doctor’s E-Mail:____________________________________ 

Doctor’s Phone/Fax:_________________________________ 

 

Patient or Guardian’s Signature:________________________ 

Date:_______________________ 

 


