Release of Records
Rachel Watts, RDHAP
(510) 938-6750
Rachel.watts.rdhap@gmail.com
Fax: (877) 544-1534
I hereby release my medical information to ________________________________________________________________
as of   ___________________________________________________. I understand I can withdraw my release at any time, I need only to contact my hygienist at the above phone number or email address. My medical information will not be sold to any third parties, I only give access to the above named individual/professional. 

Name: ________________________________________________________________              

Signature: ___________________________________________________________        		Date: _______________________

Witness: _____________________________________________________________		Date: _______________________
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