PATIENT RECORDS REQUEST FORM:
· I hereby request a copy of my dental x-rays as detailed below:

· I hereby request a copy of my dental x-rays to be mailed to the following address: 
Patient Name: _________________________________________________

Patient Signature: ______________________________________________

Date of Request: ______________ Request Receive by: ______________

Date of Review: _______________ Reviewed by: ____________________

Date of Release: ______________ Released to: _____________________

· Copy to Patient

· Original to Patient Chart

MILLENNIUM DENTAL CLINIC

CAMRAN S. ZAFARNIA

1619 MARKET ST. 

KIRKLAND, WA 98033

OFFICE: (425) 803-0400

FAX: (425) 803-3368
