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I, (print patient or guardian name) __________________________________________hereby request and authorize A Lifetime of Smiles to disclose and provide copies of any and all clinical treatment records and information which is in the possession of this office concerning the following patients:

Patient Name:  _______________________________________
Patient Date of Birth:  __________________________________

	________________________________________________________________
Name of office records will be transferred to:
	________________________________________________________________
E-mail of office records will be transferred to:
	________________________________________________________________
Address
	________________________________________________________________
		City				State			Zip
			__________________________________________
Telephone Number
[bookmark: _GoBack]These records may include: personal patient information, medical/dental histories, examination records, radiographs, clinical photographs, treatment plans, treatment records, referral and consultation recommendations and records, diagnostic models and other related materials. I expressly release from liability arising from compliance with this request and disclosure of the requested information.

Do you want us to inactivate your chart (And cancel any upcoming appointments)?    (  ) Yes    (  ) No

Signed: ___________________________________________ Date:  ___________________
Reason for Leaving? _________________________________________________________
   _________________________________________________________________________

	Fax Number:  701-258-4055		E-mail address:  office.alos@midconetwork.com
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