
 
 
 
 

Please release my dental records and send them to the office of  
Dr. Howard P. Jensen at the address listed above. 

 
 

 

Date   

Patient 
Name  
 Last Name First Name Initial 

Address  Telephone  

City  State  Zip  

Other family members for which transfer is requested: 

 

 

 

 

Signature:  

   
 


