Dr. Susan D. King, & Associates P.A. 

3702 W. Swann Avenue

Tampa, Florida 33609

P:(813) 879-6370

F: (813)879-1574

Email: susankingdds@verizon.net

AUTHORIZATION TO RELEASE RECORDS

To the Office of Dr. Susan D. King & Associates, P.A.:


Please release all dental records and x-rays of the below named patient(s) 
to (name of office):  ______________________________________
Address: ______________________________________________________

City: ________________________  State: _____________  Zip: __________

Email Address: _________________________________________________

Phone: ___________________________ Fax: ________________________

Patient(s) Requesting Release:

Name: _________________________________ D.O.B. ________________

Name: _________________________________ D.O.B. ________________

Name: _________________________________ D.O.B. ________________

Name: _________________________________ D.O.B. ________________

I am aware that I may be charged a copying fee on my account which I agree to pay.
Thank You,

_______________________________
Print

_______________________________

________________
Signature






Date

