
Fine Dentistry of Downtown Orlando P.A. 
Aileen Trivedi D.M.D 
429 N. Ferncreek Ave 
Orlando, FL  32803 

Office# 407-898-1621 
Fax# 407-895-7280 

 

 
REQUEST OF DENTAL / MEDICAL RECORDS TO BE RELEASED 

Date: ____________________________ 
 
To: Fine Dentistry of Downtown Orlando P.A 
 
I hereby authorize and request you to release my records to: 
 
Name: _______________________________________ 
Address: _____________________________________ 
_____________________________________________ 

_____________________________________________ 

_____________________________________________ 

Telephone: __________________________            Fax: _______________________________ 

Patient Records to be Released: __________________________________________________ 

_______ Please call me when records are ready and I will pick them up 

_______ Please mail to the above address 

Reason for records release: _______________________________________________________ 

 
___________________________                    _____________________________ 
Patient Name or Legal Guardian  Date 
 
___________________________  
Signature 


