
 
 

 

Consent to Release 
 
 
 

The following patient(s) has an appointment at our office on _____________________ 
 
 
Previous Dental Office: __________________________________________________    
 
 
Phone: ______________________             Fax: __________________ 
 
       
Name of Patient: ______________________________ Signature: __________________ 
 
 
 
Name of Patient: ______________________________ Signature: __________________ 
 
 
 
Name of Patient: ______________________________ Signature: __________________ 
 
 
 
Name of Patient: ______________________________ Signature: _________________ 
 
 
Please forward to our office the following information pertaining to patients listed above. 
 
 

1. Copies of last bitewing x-rays. 

2. Copies of full mouth series/pan if taken within last 5 years. 

3. Date of last recall. 

4. Date of last comprehensive oral exam. 

5. Any important information that would aid in treatment such as referral to specialists, 

pathology reports, etc.  

 
Thank you for your co-operation in the transition of patient information. 

Jain Dental Care 


