
 

Authorization for Release of Dental Records 
 

Water’s Edge Family & Cosmetic Dentistry 
Nicole Dahlkemper, DMD 

1203 Two Island Court, Suite 101 

Mt. Pleasant, SC  29466 

(843) 884-6166 Phone 

(843) 884-1140 Fax 

FrontDesk@DrNicoleDMD.com 

 

To:  _____________________________________________________ 

  (Previous Dentist’s Name) 

 

Address: _________________________________________________ 

     

                 _________________________________________________ 

 

Phone: ______________________________ Fax: ______________________________ 

 

 

Please release all dental records including x-rays for: 

 

 

______________________________________________________________________________ 

Patient’s Last Name   First     Middle Initial 

 

____________________________ 

Date of Birth 

 

________________________________________________________________________ 

Address 

 

________________________________________________________________________ 

Address 

 

_____________________________ 

Phone 

 

I hereby authorize the release of all my dental records and take full responsibility. 

 

 

__________________________________________  ______________________ 

 Patient/Guardian Signature     Date 


