Fairbourn Family Dentistry

Jeremy L. Fairbourn, DDS
207A Alpine Drive

Shelbyville, KY  40065

(502)-633-3900

Fax: (502) 633-3999

fairbourndentistry@yahoo.com
Records Release Request
Name of patient: _______________________________________________________________
Patient DOB: _______________________
Address: ________________________________________________________________________
City: ____________________________________ State: _________ Zip: __________________
Additional minor family members to be included:
Name: ________________________________________________ DOB: ____________________
Name: _________________________________________________ DOB: ____________________
Name: _________________________________________________ DOB: ____________________
Previous Dentist/Dental Office:_____________________________________

email: _______________________________   phone: ____________

I, (print patient or guardian name) ___________________________________________,
hereby authorize the release of dental records or knowledge concerning
the dental health of the patients listed above. I further request that these 
records be transferred to _____________________________________________________
at________________________________________________________________________________
Signed (patient or guardian) __________________________________________________
Date __________________________ 

