
AUTHORIZATION TO RELEASE RECORDS

I hearby authorize the release of my dental x-rays and/or dental records 
and request that they would be transferred to: 

Doctors’s name ____________________________________________________________

Address _________________________________________________________________

Phone ____________________________         Email ______________________________

Name of Patient ___________________________________________________________

Date of Records ___________________________________________________________

Patient’s Signature __________________________________         Date _______________

Kim Trieu, DDS

2032 Colby Ave.
Everett, WA 98201

(425) 258-1764


