
RECORDS RELEASE FORM 

Charm Pediatric Dentistry, LLC 

1040 Dekalb Pike  

Blue Bell, PA 19422 

Tel: (610) 277-4811 

Fax: (610) 277-4896 

 

Please fill out every portion of this form to ensure correct and timely release of 
information. Patients 18 and older MUST fill out and sign this form for themselves. 
Upon receipt of this completed letter, we will be happy to forward the records. 
Thank you for your past association with our office! 

 

Please print name and DOB of patient(s): 

1. __________________________________ 

2. __________________________________ 

3. __________________________________ 

 
Please print: 

1. Office Name: ________________________________________ 

2. Address: ____________________________________________ 

     ____________________________________________ 

3. Office Email: ________________________________________  

4. Office Phone Number: _________________________________ 

Signature: ____________________________________ 

Date: ________________________________________ 

 

** Any files or x-rays that need to be transferred will take up to 48 hours ** 

*** Please plan to request and submit accordingly. Thank you *** 


