Folan Family Dental

540 Gallivan Blvd
Dorchester,  MA  02124
617-265-8393

FolanFamilyDental @gmail.com
Authorization to Release and/or Obtain Health Information
Patient Name:____________________________________________________________
Patient Address:__________________________________________________________
Patient Phone Number: ___________________________ D.O.B:___________________
I authorize Folan Family Dental to

_____ Release Information

To:
______________________________

______________________________


______________________________


______________________________

_____ Obtain Information

From:
_____________________________


_____________________________


_____________________________


_____________________________

Description of information to be shared:

________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

Patient Signature:_________________________________  Date:___________________

September 2018

