AUTHORIZATION FOR RELEASE OF RECORDS
I, ___________________, authorize the release of my dental records to Dr. Scott Guice’s dental office.  The office is located at 9615 Northcross Center Court, Suite A, Huntersville, NC  28078.  The office telephone number is 704-895-3858.

Patient’s Name:
________________________________________

Date of Birth: 

________________________________________
Address:

________________________________________




________________________________________




________________________________________
SS Number: 

________________________________________

Items to be included in this release are:

Records are to be released to _______________________, relationship _____________.

Records are to be picked up __________  mailed ____________

If mailed, address to mail to is:     


Scott P. Guice DDS PA






9615 Northcross Center Court






Suite A






Huntersville, NC  28078

Signature of patient _______________________________________________________

Signature of Parent/ Legal Guardian __________________________________________


(if patient is a minor)

Date of Authorization 
_________________________________

Fax back to:   

704-895-5657

