Records Transfer Request
Deer Run Dentistry
8000 E. Prentice Ave. Suite A-5

Greenwood Village, CO 80111

Phone: 303.756.0723

Fax: 303.756.0012

Email where records should be sent: DeerRunDentistryOffice@gmail.com
I, _________________________________ hereby authorize
______________________________   to provide my dental records pertaining to my dental 

care and treatment to the mailing address or email address listed above. 
I understand that the specific type of information to be disclosed may include a detailed report of examinations, treatment provided, x-rays and all other records which pertain to me. 

This consent is effective until such date as I cancel this consent in writing. I understand that the information obtained as a result of this consent may be used after the cancellation date. 

Signed: ____________________________________ Date: ______________________

               (Patient, Parent, legal guardian, POA of the patient if the patient is unable to sign for themselves)

Office use only: Faxed Date: ________ E-mailed Date: ________ Mail Date: ________

(Patient’s Name)





(Previous Dental Office’s Name)








