Robin R. Cox, DDS

388 Commonwealth Ave Unit B-3 | Boston MA, 02215 | (617) 266-0021 | drrobincox@aol.com

Authorization for Release of Dental Records

Patient Information

Name:
First Middle Last Address
SSN:
City State Zip Code
Birth Date:
Home Number Mobile Number Work Number

Please send records to: (Select Preferred Delivery Method, One Only)

Send Attention To:

O To Fax number: (No Fee)
O To Email Address: (No Fee)
O Or Mail to: (Copy & Postage Fee)

Name of Facility/ Person/ Doctor’s Office
Copy & Postage Fee

*  $0.50/page for the
Street Address first 100 pages.

$0.25/page in
City, State, Zip Code excess of 100.

. Plus Postage

O Or Will Pick Up (Copy Fee)

Purpose of Disclosure
O Referral to Specialist O Disability Determination O Change of Doctor O Other (specify)

O Insurance [ Personal Copy O Moving

I hereby authorize the office of Dr. Robin R. Cox, DDS to release my Dental
Record’s information. | acknowledge and hereby consent to such, that the released information may contain
alcohol/drug abuse, psychiatric, Hepatitis, HIV/AIDS information and/or other sensitive personal information.
I, the undersigned, have read the above and authorize the Office of Dr. Robin R. Cox, DDS. To disclose
such information herein contained. | understand that disclosure of this information to a party other than the
one designated above is forbidden without additional authorization on my part. This office is released and
discharged of any liability and the undersigned will hold this office harmless, for complying with this
“Authorization for Release of Dental Records.” | understand that it may take up to 14 business days (upon
receipt of the completed and signed “Authorization for Release of Dental Records” form) to process the
release of records request.

X

Date Sianature of Patient/Parent/Conservator/ Guardian Relationship to Patient
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