DR. JUDY STURM & ASSOCIATES

1202-77 BLOOR ST. W.

TORONTO, ON  M5S 1M2


RECORD RELEASE
Dental Office: _________________________
Tel.:  __________________

E-mail: _____________________________

____________________________ has recently become a patient with our practice. 
Would you kindly forward the following records:

· Radiographs (Old and New within 2 years) 

· Date of BW’s   ______________________

· Date of Panorex   ____________________

· Charting of existing oral/dental conditions
· Date of COE   _______________________

· Record of Treatment (All Treatment Plans) 

· Outstanding Treatment

· Any Letters to/from referring specialists 

· All CHART notes (complete chart copy) 

Our practice would appreciate to have a copy of the ABOVE MENTIONED for reference purposes with the patient. 

Thank you for taking good care of the patient, and providing Dr. Sturm & Associates with all the requested information. 

The patient is scheduled on _________________________________. 
I ask that this is sent to us before the date. 

I give consent for the disclosure of ALL the above information.
I am requesting a FULL release of my records / and family members, in a timely manner. 






________________________________________

Patient Signature
TEL. (416) 967-4212                FAX (416)967-9106            
EMAIL: ADMIN@YORKVILLESMILES.COM


