
 

 

Dental Records Release Authorization 

 

13435 South McCall Road Suit C-17 

Port Charlotte, FL 33981 

Phone: 941-828-1698 

Fax: 941-828-1758 

Email: frontdesk@gulfcovedental.com 

 

I request my X-Rays be sent to the dentist name below: 

DDS: ________________________________________________________________ 

Address: _____________________________________________________________ 

Email: _______________________________________________________________ 

 

 

Patient Name: _________________________________________________________ 

Patient Date of Birth: __________________________ 

 

 

Patient Signature: ______________________________________________________ 

Date: ____________________ 

mailto:frontdesk@gulfcovedental.com

