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AUTHORIZATION  FOR  RELEASE  OF  DENTAL  RECORDS  

  

  

I,  ___________________________,  grant  permission  to  Dr.  R.  Carson  Kight  to  release  any  

current  dental  radiographs  and  any  other  information  pertinent  to  my  future  dental  care,  to  the  

office  of  _________________________________.  

  

Signature  of  Patient:  _______________________  

Date:  ___________________________________    

  

  


