Wells Family Dentistry

208 Professional Circle

Morehead City, N.C. 28557

252-247-3010

I,




 Date of birth
/
/
 authorize Dr. 




 to release my dental records and x-rays to:
Wells Family Dentistry

208 Professional Circle

Morehead City, N.C. 28557

and fax 252-247-3044/or email to reception@jamesmwellsdds.com
I understand that I may revoke this consent at any time except to the extent that action has already been taken upon and that it will expire in ninety days from the data below.

The doctor releasing any information is hereby relieved from all legal responsibilities or liabilities for the release of the information described above to the extent indicated and authorized herein. 

Signature of Patient:




Date: 

/
/


Signature of Witness:




Date:

/
/

If additional consent is necessary from a person authorized to give consent other than the patient, such as a parent guardian etc.

Signature of parent/guardian:



Date:

/
/


Relationship to patient:





