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173 West Street ∙ Essex Jct., VT 05452

Ph: (802) 879-7811 ∙ Fax: (802) 879-7030

Authorization to Release Records

Date: _____________________

Name: _____________________________________ Date of Birth: _____________________
Please check one:

□ I hereby authorize _____________________________________ to release my records to:
Scott Thompson, DMD 
173 West Street

Essex Jct., VT 05452

Digital films/records may be emailed to:
info@ScottThompsonDMD.com

□ I hereby authorize the office of Scott Thompson, DMD to release my records to:
_______________________________________
_______________________________________
_______________________________________
_______________________________________
_______________________________________
*Please ensure you provide accurate & complete information so as to not to delay the transfer of your records.

Patient/Guardian Signature: __________________________________________________
