
!  
Peak View Dental 

4344 Woodlands Blvd.  Suite 140 
Castle Rock, CO 80104 

303-660-9333 
303-660-8065 fax 

peakviewdental@aspidamail.com 

AUTHORIZATION FOR RECORD RELEASE 

Date: _______________________ 

Patient(s): ____________________________________________________________ 

Items Requested: 

✓ Treatment History    
✓ FMX (Last Date: __________)   
✓ BWX (Last Date: __________) 
✓ Periodontal Charting 
✓ Pano (Last Date: ___________) 
✓ PA’s (Last Date: ___________)  

Last prophy & exam ___________ 
Last seen in your office _________ 

Authorization: I authorize the release of records to another dental office. 

______________________________                                  _________________________ 
   Signature of patient or guardian                                                    printed name 

_____________________________________________________ 
 Previous Dentist Name and Phone Number


