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L TIMOTHY M. LAWHORN DDS





AUTHORITY TO RELEASE DENTAL RECORDS
To The
 Office of 
(Doctor) _______________________________________




(Address) ______________________________________




(City, State, Zip) ________________________________

From


(Patient) _______________________________________




 (Address) ______________________________________




(City, State, Zip) _________________________________

Please call us (or we’ll call you) before sending any x-rays or records so we 

don’t get material we don’t need and/or won’t use. Thank you.

You are hereby authorized to furnish and release to my dentist, Timothy M. Lawhorn, DDS, all information and records, concerning findings, x-rays and treatment needed. 

The foregoing authority shall continue until revoked by me in writing.

Signature of patient, parent or guardian _________________________________





Dated:      _________________________________

Phone: (406) 543-3777 Fax: (406) 543-6205
690 SW Higgins Suite E, Missoula, MT 59803
Digital records may be emailed to: janie@fullcaredental.com

