Jewell and Associates, PLLC

218 Pine Grove Drive

Wilmington, NC 28403

E. Smith Jewell, DDS and Wilson O. Jewell, DDS

910-791-2401

910-791-2408 (fax)

RELEASE OF PATIENT RECORD INFORMATION

Patient Name:__________________________________________________

Patient Address:_________________________________________________

                          _________________________________________________
Patient DOB: ___/____/_____

___I hereby authorize _________________________________ to release to 

Jewell and Associates, PLLC 

___ I hereby authorize Jewell and Associates, PLLC to release to:



___________________________________________________


___________________________________________________

the following information:
 Most Recent Radiographs




      
 Health History Information





 Periodontal Assessment





 Treatment Record/Summary

Purpose of Consent: By signing this form you will consent to our use and disclosure of your protected health information.
Notice of Privacy Practices: You have the right to read our Notice of Privacy practices before you sign this consent. 

I,  __________________________________ have had full opportunity to read and                                                    
consider the contents of this consent form. . (Patient/Guardian/ Patient Representative)
Printed Name: _____________________________________  Date:______________

