          BARTH FAMILY DENTISTRY, PSC

Dr. Charity A. Barth

NPI# 198-270-4656  PT# 1223G0001X

1821 Florence Pike, St. #2,  Burlington, KY 41005

Phone: (859) 689-7700,  Fax: 859-689-9641
Email:  BarthDMD@insightbb.com


        Consent To Release Records

Patient Information:
Patient Name:  ___________________________________________________________________________________________

Patient’s Date of Birth:  _______________________________    Patient’s Phone #:   (__________)________________________

Complete Address:  _______________________________________________________________________________________

Information Requested:



Reason for Release:






___   X-rays Only (Panoramic/FMX & Recent Bitewings)
___   I have been referred to another Dentist

___   Written Records Only




___   I am changing Dentists

___   Complete Dental records



___   I am dissatisfied with care/service

___   Other  (Specify) _________________________

___   I am moving


_________________________________________

___   Other (Specify) ________________________________


_________________________________________

___________________________________________________

Delivery Method:
____  Patient requests dental records for Pick- up and Hand- carry.

____  Patient requests dental records be sent via mail 

____  Patient requests dental records to be sent via Certified Mail for a $10.00 postage charge.

I here by, request a copy of my dental record to be sent to:

____   Myself   (Send to Address Below)      
___   Doctor   (Send to Address Listed in Letterhead)
Patient’s Name ___________________________________________________________________________________________
Complete Address:  ___________________________________________________________ Phone #:  ____________________

Special Instructions:  
********************************************************************************************************

Please Note:  Kentucky State law mandates that the patient or designated representative is entitled to 1 (one) free copy of his/her dental records at no charge.  

I HAVE READ AND UNDERSTAND THE ABOVE INFORMATION AND THE INFORMATION GIVEN ME VERBALLY.  BY MY SIGNATURE BELOW I CONSENT TO RELEASE MY DENTAL RECORDS AS DESCRIBED IN THIS DOCUMENT.

________________________________________________________________________________________________________
Patient’s Signature/ Guardian’s Signature







Date

________________________________________________________________________________________________________
Witness











Date

