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Paul A Peterson D.D.S.
_____________________________________________________

400 W. Ventura Blvd
Camarillo, CA 93010

(805) 482-1558

Fax:  (805)-484-8240

I, (patient) ___________________________________birth date__________________

Authorize Peterson Center for Dentistry to release copies of dental x-rays and records to:

_______________________________
Phone :(        )_______________________
_______________________________

(  ) Email: info@mycamarillodentist.com
Please include other family members.  Yes    No

Names:_________________________________


  ________________________________


  ________________________________


  ________________________________

Copies of full-mouth x-rays less than 5 years old and bitewing x-rays less than 1 year old 

will be sent.  Any and all information may be released including, but not limited to,

mental health records protected by the Lanterman-Petis-Short Act, drug and/or alcohol
abuse records and/or HIV test results, if any, except as specifically provided below.

_____________________________________________________________________

Signed: ______________________________________________Date______________

If not signed by patient please indicate relationship:

(   )
Parent or guardian of minor patient

(   )
Guardian or conservator of incompetent patient

(   )
Beneficiary or personal representative of deceased patient 
