
 
 

RELEASE OF RECORDS 
 

Patient Name: ______________________________________________________ 

Patient Birthdate: ____________________________________________________ 

Patient’s Phone Number: ______________________________________________ 

Patient’s Address: ___________________________________________________ 

City___________________________________ State: ________ ZIP: ___________ 

Name of previous Dental office: ________________________________________ 

Their Phone Number: _________________________________________________ 

Their Location:______________________________________________________ 

 

By signing below, the patient gives us permission to have his/her records 
requested from their previous office as indicated above. 

Signature: __________________________________________________________ 

Patient’s authorization signature (legal guardian or parent if patient is under 18). 

 

Please email files to: office@krengeldental.com 
 

Krengel Dental 
2105 W. 80 ½ Street 

Bloomington, MN 55431 
952-888-1311 (phone) 952-888-3325 (fax) 

krengeldental.com 


