
 

Dr. Todd Haskin, DMD 
360 Old Chena Pump Rd., Fairbanks, AK 99709 

(907)452-8296 • Fax: (907)987-4729 • fairbanksdentalcare@gmail.com 

Dental Record Release Form 

 
Patient(s) Info: 
Patent Name(s): ____________________________________________________________________ 

Address: __________________________________________________________________________ 

City:_________________________ State:_________________ Zip/Postal Code: _________________  

Phone:  ________________________ Email: _____________________________________________ 

 
I hereby authorize the release of my records for myself and family members.  Please include all recent 
radiographs, chart notes, and periodontal charting. 
 
From: 
Dentist/Company Name: ______________________________________________________________ 

Address: __________________________________________________________________________ 

City:_________________________ State:_________________ Zip/Postal Code: _________________  

Phone:  ________________________ Fax: ________________Email: _________________________ 

 
To: 
Dentist/Company Name: ______________________________________________________________ 

Address: __________________________________________________________________________ 

City:_________________________ State:_________________ Zip/Postal Code: _________________  

Phone:  ________________________ Fax: ________________Email: _________________________ 

 
Patient Signature: _______________________________________________ Date: _______________  

Form Valid Through: ____________ 

 

 
Please Note: All patients over the age of 18 must sign their own forms.  Only a parent or legal guardian may sign 
for a patient under the age of 18. 


