
Frisco Dentistry for Kids 
Caring for Infants, Children, & Adolescents 

 
 

Dental Records Release Form 
 
By signing this form, I authorize you to release confidential heath information about my child/children, by 
releasing a copy of the dental records, images or narrative of my child’s/children’s protected health information, 
to the physician/person/facility/entity listed below. 
 
 
Patient Name: ______________________________________ Date of Birth: _____________________ 
 
Patient Name: ______________________________________ Date of Birth: _____________________ 
 
Patient Name: ______________________________________ Date of Birth: _____________________ 
 
 
 
Release the protected health information to the following physician/person/facility/entity and/or those directly 
associated in my child’s/children’s dental care. 
 
 
Name:_______________________________________________________________________________ 
 
Address: _____________________________________________________________________________ 
 
City, State, Zip code: ___________________________________________________________________ 
 
Email: _______________________________________________________________________________ 
 
 
 
The purpose/reason for this release of information is as follows: 
 
_____________________________________________________________________________________ 
 
_____________________________________________________________________________________ 
 
 
 
Parent/Guardian Name:_________________________________________________________________ 
 
Parent/Guardian Signature: _____________________________________Date: ____________________ 
 

 
 
 
 
 
 

 
 

   Kelli Ettelbrick DDS, MS cell (214)578-5073        Ty Hinze DDS, MS cell (469)441-2698 
 

8380 Warren Pkwy Ste 400       Frisco, TX  75034       Phone (214) 387-0099       Fax (214) 387-0104 


