Dental Records Request Form

Patient Name to Transfer: __________________________________________

Date of Birth: __________________     Phone Number: __________________

Other Family Members to Transfer: __________________________________

Previous Dentist or Practice Name: __________________________________

Address: ________________________________________________________

City/State/Zip: ____________________________________________________

Phone Number: _________________________

Please forward any of the following information that you have in my patient record: 
FMX, CURRENT BWX, LAST PERIODONTAL PROBING CHART, HISTORY OF SRP to Murrayhill Dental.

I hereby give you permission to release my dental records to Murayhill Dental 
__________________________________________         
___________________

Patient Signature (parent if minor)


Date

If records are digital, please email to:


smiles@murrayhilldental.com
Or mail to:


Murrayhill Dental


14500 SW Murray-Scholls Dr. Suite 101


Beaverton, OR  97007


T) 503.521.1333


F) 503.524.9777

