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155 SW Century Dr. Suite 102

Bend, OR 97702

Ph: 541-382-7708 ~ Fax: 541-382-1139

Email: ladamsdmd@bendbroadband.com


I authorize __________________________________________ to release a copy of my dental records to the office of: Dr. Lisa A. Adams DMD, LLC.

________________________________________             _____________________

                 Patient’s Name (please print)                                      Date of Birth

I authorize the release of the following dental records, if such exist. 

____ Date and Type of last cleaning  

____ X-Rays * can be emailed to: ladamsdmd@bendbroadband.com*
____ Treatment plans 

____ Chart Notes 

____ Perio Charting 

____ Other (specify)

This Consent will remain in effect until this request has been completed. 

______________________________________________              _____________

    Signature of Patient or Guardian (authorized by law)                          Date

