               6120 Magazine St.
New Orleans, LA 70118-5826
p. 504-891-7471
f. 504-891-8919
www.AudubonDentalGroup.com

Dear Doctor and Staff of Audubon Dental Group,

I would like to request that my dental records be sent to the following address:

______________________________________
______________________________________
______________________________________
______________________________________
______________________________________


I understand that there may be a handling fee of up to 25.00 under the Louisiana Dental Practice Act. 


______________________________________		_____________________________________
Patient Name					Date of Birth 
______________________________________		_____________________________________
Social Security Number				_____________________________________
							_____________________________________
							Patient Address


I authorize the release of my dental records to the address above 

______________________________________
Patient Signature 
