
 
 
 
 

 
 
 
 
 

RECORDS RELEASE FORM 
 
 

I, _________________________________, hereby authorize Dan Drake, DDS & 
Associates to obtain my dental records, including x-rays from:  

  
_______________________________ 

  
________________________________ 

  
________________________________ 

 
 

*Please email patient records to: xrays@drdrake.com 
 
 
 
My current address ______________________________ 

  
______________________________ 

 
______________________________ 

 
______________________________  
 

 
 
_____________________________   DOB ____________ ____________ 
Patient/Legal Guardian Signature Date 
 
 
 
___________________________________ _____________ 
Witness Date 


