Northwest Smile Design

Kelly B. Peterson, DDS
5100 Grove St., Ste. B

Marysville, WA  98270-4439

ph: 360-658-7750 Fax: 360-658-1297
Email: Info@northwestsmiledesign.com

Dental Records Release Request

I, ____________________________________, consent to the release of my dental records and/or radiographs including related clinical notes, treatment plan or periodontal charting to be released from:   _______________________________________________________________________________________                                                           

(name of dental office to release records)

 I understand that I am consenting to the release of all pertinent dental records.  
*Fee for copying of records:  Yes / No  
 *(If applicable the fee for copying of records from Northwest Smile Design is $30.00 per family).
Patient(s) Name: ________________________________________________

Additional Family Member Names:

 ________________________________________________________________________________
_____________________________________                 ______________________________________

Patient/ Parent/Guardian Signature:  



Date

Name, address, phone number and email address of where you are requesting your records to be sent. 



To better serve our patients, please let us know how we could have served you differently and if you could change one thing in our office, what would it be? Your opinion matters!  Thank you. 
