
 

Request for Records to be transferred 
Date:	 	 _________________________ 

Patient Name(s):___________________________________________ 

	 	 _____________________________________________ 

	 	 _____________________________________________ 

I, ____________________________________________request my (our) dental radiographs  

be emailed to  ________________________________________________________ 

Signature:	 _____________________________________________ 

Your phone number ________________________________________ 
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