
AUTHORIZATION FOR TRANSFER

OF DENTAL RECORDS / INFORMATION

SEND TO    ●    REQUEST FROM           (Circle one)

PLEASE CANCEL ALL UPCOMING APPOINTMENTS    NO      YES   (Circle
one)

Reason for leaving: __________________________________________________
*Authorization for release / transfer of records:
X Date:

*(Signature of parent or guardian required if patient is under the legal age of adulthood.)

** This authorization will remain in effect until which time as the
patient (if of legal age) or the parent / legal guardian request

otherwise. **
SUSAN K. BLAIR, D.D.S.  

ANU KRISHNAMURTHY, D.D.S.
DHWANI M. JOSHI, D.M.D.

Diplomates: American Board of Pediatric Dentistry
195 South Rand Road, Suite 110

Lake Zurich, Illinois 60047
(847) 726-0300 ● (847)726-3799 FAX

E-mail : frontdesk@ChildrensDentistryGroup.com
www.ChildrensDentistryGroup.com


