
 
 
 
 
 
 
 
 
 
 
Date:  ___________________________ 
 
 
 
Patient Name:  ______________________________________ 
 
 
  
  
 I, ________________________, give _________________________________  
 
 

authorization to release my records to: Dental Care of Sherwood  
      21000 SW Dahlke Lane 
      Sherwood, OR 97140 

 
 
 
 
 
 
Signature: ______________________________________ 


