
AUTHORIZATION FOR RELEASE OF DENTAL/MEDICAL RECORDS 

Patient Name: _____________________________________________ Date of Birth: ________________ 

Address: _________________________________ City: _____________ State: _______ Zip: __________ 

Phone: ______________________________    Email: _________________________________________ 

I hereby authorize and request the release of copies of the complete dental history, records, treatment 
notes and radiographs in your possession concerning my past to present dental treatment from: 

______________________________________________________________________________________ 
Name of previous dental office  

I hereby authorize and request the release of copies of my medical history, specifically list of medical 
conditions, most current list of prescription medicines, and surgeries/procedures in the last 5 years from: 

______________________________________________________________________________________ 
Name of medical doctor’s office 

_______________________________________________________       ____________________________ 
Signature of Patient/Authorized Representative                                           Date     

Please email records to:   implantsnaples@gmail.com.  Please send dental x-rays in JPEG 
format.  Thank you. 

Notice of Confidentiality:     This communication and any accompanying document(s) may contain health information that may be confidential or 
privileged. The information is intended for the sole use of the individual named above. If you receive this electronic transmission in error, you 

are advised that any disclosure, copying, distribution, or the taking of any action is reliance upon this communication and is strictly prohibited. 
Moreover, any such inadvertent disclosure shall not compromise or waive the HIPPA compliance privilege as the communication or otherwise. If 

you have received this communication in error, please contact the above office

Dr. Matthew J. Holtan 
12052 Tamiami Tr. N. 

Naples, FL  34110 
Phone:  (239) 593-4915 

Fax:  (239) 593-4914
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