
 

Phone: 410-535-2011    Fax: 410-535-6344   Email: Smile@CalvertDen>stry.com 

I ______________________________________ (printed name) Hear by request my records or 
records of my minor child. 

Records requested are for ___________________________(Self or Name of Minor child). 

Sent From: (Name, address, area code and phone number of denBst/ person sending records) 

______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________ 

Send to: 

______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________ 

I understand there may be an administraBve fee applied for photo copying pages and/or 
duplicaBng x-rays. 

The fee of $_________ was discussed with me and I agree to pay the fee upon record request. 

_____________________________      ______________________________     _____________ 

            PaBents Printed Name                    PaBents Signature (Parent if minor)            Date

Yuey Moy, DDS     Debora Kormann, DDS    Stephen Dargan, DDS 

mailto:Smile@CalvertDentistry.com

