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Shop 2, 23/25 First Avenue
Bongaree, Qld   4507
(07) 3410 1610
Fax (07) 3408 3567
reception@bongareedental.com.au 

Patient Authority to Release Records
I, __________________________ of (address) __________________________
________________________________ DOB 
hereby authorise Dr ________________________ of (address) _____________ 
________________________________________________________________
to release my dental records, including radiographs and photographs to 
Dr Sean KerenB.D.S of Bongaree Dental.
I understand that the release of these confidential records is at the discretion of the treating dentist and that the original records remain the property of the dentist who created them.   

Signed ____________________________            Date _______________
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