
  

 

 

 

 

REQUEST FOR RELEASE OF RECORDS 
 

 

 

Date________________________ 

 

I authorize KidSmiles to release the records for the following patients: Please print 

 

 

 

 

 

 

 

 

 

Records are to be delivered to: Please print 

 

 

 

 

 
 

 

 

 

 

 

 

 
 

Signature of Parent /Guardian      Date 
 

 

Print Name of Above Person 
 

 

Street Address 
 

 

City State Zip 


