
Consent to Release Dental Records

I hereby consent to the release of a copy of the dental records, to include all the prog-

ress notes and radiographs for:

Patient’s Name

Parent’s Address

Phone#

Signature

Date

Please release to:

Dr. Benjamin Knutzen
Dr. Stacey Borowski
2110 12th St S
Brookings, SD 57006

(P) 605-692-9463
(F) 605-692-3951
info@knutzendental.com

Ph (605) 692-9463          2110 12th Street South          Brookings, SD 57006
www.knutzendental.com


