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2615 S. Miami Blvd
Durham, NC 27703
(919) 596-7447 Office
(919) 596-0910 Fax
patientcare@rtdental.com


[bookmark: _GoBack]AUTHORIZATION TO RELEASE RECORDS to Research Triangle Dental.



I, _________________________________ hereby request and authorize _____________________________________

 ________________________________________________________  to release to Research Triangle Dental all medical 

and dental information and records, including X-Rays within the past 5 years,  for the following patients listed below.   


1.   ___________________________________  			__________________
      Patient Name							Date of Birth

2.   ___________________________________  			__________________
      Patient Name							Date of Birth

3.   ___________________________________  			__________________
      Patient Name							Date of Birth

4.   ___________________________________  			__________________
      Patient Name							Date of Birth

5.   ___________________________________  			__________________
      Patient Name							Date of Birth


Please mail or email the documents to the physical address or email address listed below. 
 	
Research Triangle Dental
Attn:  Records Request				OR		patientcare@rtdental.com
PO Box 12075							Subject line should read:  Patient Records
Durham, NC  27709


All records are needed at Research Triangle Dental by: _____________________________________________________




______________________________________________________		_________________
Signature of Patient or Legal Guardian								Date
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