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Estacada Dental

Kristopher K. Kostenko, DDS, LLC

AUTHORIZATION - RECORDS RELEASE

l, (Parent/Guardian of patient) hereby give my written
permission to release my/childs: (Patient Name) records.

Authorization is hereby given for release of:
Copies of current bitewing radiographs
Copy of Panorex radiograph (taken within last 5 years)
Other (Specify, i.e. account information, financial, treatment, etc)

| am requesting these record/x-rays from the doctor listed below to be sent to Dr. Kostenko /
Estacada Dental - info@estacadadental.com:
Dr. Phone

Email

Fax

| authorize Dr. Kostenko / Estacada Dental to discuss and/or provide my information to the person
/ organization listed below:

Phone

Email

Fax

As described by the State of Oregon Dental Practice Act 818-012-0030(9)(a), a reasonable fee can be
charged for duplication of dental records.

Authorization: Patient/Guardian (please circle one) authorizes the release of records by the above named
party as indicated. I/We understand my rights under the Federal HIPAA regulations and with the signing
of this document releases the provider from any liability associated with release of dental/medical
information.

Signature: Date
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