RECORDS RELEASE REQUEST
Date_______________________
To:________________________________________________________
      ________________________________________________________
      ________________________________________________________

I authorize the release of dental records and medical records relevant to dental treatment or copies of such, and request that they be transferred to:

Cammie L. Housh, D.D.S.
Michael L. Housh, D.D.S.
605 E. Hospital Road, Suite #1
El Dorado Springs, MO. 64744
Phone  417-876-3124
Fax 417-719-6799
houshdds@gmail.com

____________________________________________________________ Date of Birth _______________________
Printed name of patient
________________________________________________________________________
Signature (Patient, Parent, or Guardian)
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