
     
 
 
 

 
RELEASE OF DENTAL RECORDS TO MICHELLE A. GIFFORD, DDS, PLLC 

 
 

 
 
NAME: ______________________________  DATE Of BIRTH ____________ 
 
 
ADDRESS:  ____________________________________________________ 
 
 
I HEREBY AUTHORIZE MY RECORDS TO BE RELEASED TO/FROM: 
 
 
   ______________________________________ 
 
 
   ______________________________________ 
 
 
   ______________________________________ 
 
 
PATIENT SIGNATURE:  _______________________  DATE:  ______________ 
 
 
 

10 WHITNEY WAY, PO Box 309, BAINBRIDGE, NY  13733 
PHONE:  607-967-8200 

EMAIL:  INFO@MICHELLEGIFFORDDDS.COM 
 
 
  


