


 

AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION 
 
 

Patient’s Full Name:               

Address:          Date of Birth:        

           

 
This Authorizes: Downeast Pediatric Dentistry PLLC 
  888 Brighton Ave 
  Portland, ME 04102 
 
TO PROVIDE INFORMATION SPECIFIED TO:   
                
    Physician / Provider or Company / Person / Facility 
 

☐ VIA EMAIL (only Procedure History and Rads) :          
 

☐ VIA US MAIL – $25.00 Duplication Fee (we will contact you for payment)  
ADDRESS:             

  
CITY:         STATE:      ZIP:      

 

INFORMATION TO BE RELEASED  
 Please select the information to be released from the list below. (Specify Dates of Treatment) From ________ to ________ 
  

 ☐ The Following Medical records: 
  ☐ Digital Procedure History and treatment plan form(s) ☐ Progress Notes – $25 Duplication Fee 
  ☐ Digital X-ray Images   

☐ PLEASE RUSH THIS REQUEST FOR DEIGITAL RECORDS (48 Hour Turnaround) $25 FEE APPLIES 
 

REQUESTS TO MAIL RECORDS WILL INCUR A $25 DUPLICATION DOLLAR FEE 
 

REQUESTS TO EMAIL XRAY IMAGES AND PROCEDURE HISTORY WILL NOT INCUR A FEE 
 
REVOCATION: I understand that I may revoke this authorization at any time by sending a written notice to Downeast Pediatric 
Dentistry PLLC. However, the revocation will not have any effect on the disclosure the Downeast Pediatric Dentistry PLLC may have 
made before the revocation was received.  
 

EXPIRATION: I understand that unless I revoke the authorization earlier, this authorization will automatically expire ninety (90) days 
from the date with authorization is signed.  
 

REDISCLOSURE: I understand that information used or disclosed in accordance with the authorization may no longer be protected by 
federal law and could be redisclosed to third party. 
 

REFUSAL TO SIGN: I understand that I may refuse to sign this authorization, and Downeast Pediatric Dentistry PLLC will not condition 
treatment on whether I sign this authorization. 
 

CERTIFICATION: I certify, I am the authorized representative of the patient, and the identification and the proof or authority I have 
provided are true and correct.   
 
My relationship to the patient is that of:            
 
Signed this   day of     , 20  
 
Signature:         Print Name:        

 
 

RETURN COMPLETED FORM TO – RECORDS@DOWNEASTPEDS.COM OR FAX TO 207-761-6953 
PLEASE ALLOW UP TO 3 WEEKS FOR PROCESSING 
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