TRANSFER OF RECORD FORM

_____ Please transfer my dental records to Birch Street Dentistry, Fairmont, MN
	Email: dr.fordice@gmail.com
	
_____ I have requested a copy of my dental records from the office of Birch		Street Dentistry be sent to:
	Dentist Name:__________________________________________________________
	Address:_______________________________________________________________
	Phone number:_________________________________________________________


Patient Name:_________________________________________________Date:_________________

Signature:____________________________________________________________________
