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Records Release Form

I hereby authorize you to release any records or radiographs regarding my dental treatment to Bowser Dentistry.  

Dental Office/Name of Dentist:  ______________________________________________

Patient’s Name:  __________________________________________________________

Patient’s Signature:  _______________________________________________________

Patient’s Date of Birth:  _____________________________________________________

Date of Request:  _________________________________________________________

These records can be sent via secure email to the address of businessoffice@bowserdentistry.com or by mail to 845 Edgewood Road, York, PA 17402. 
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