DENTAL RECORDS REQUEST
Date:
__________________________________________________________________

Name, Address, & Phone Number of Facility where Records are Currently Located:

________________________________________________________________________
________________________________________________________________________

Patient Name:
____________________________________________________________

Date of Birth:
____________________________________________________________

Phone Number:
______________________________________________________

Address:

______________________________________________________




​​​______________________________________________________
Name of Person Completing this form:
____________________________________

Relationship to patient: ____________________________________________________

I request that the dental records for the above named patient be emailed or mailed to:
Butterman Dental PC
3949 East Arapahoe Road Suite 100

Centennial, Colorado  80122
303-221-3044 (phone) • 303-362-9529 (fax)

info@ButtermanDental.com • www.ButtermanDental.com
_____________________________




__________________
Signature







Date

