
 
 
 
 

Records Release 
   

To_______________________________________________________________________ 
  
Address___________________________________________________________________ 
  
City__________________________      State______________    Zip Code______________ 
 
  
I hereby authorize the release of records from Little Smiles for: 
 
  
Patient’s Name____________________________________     Date of Birth_____________ 
  
Parent/Guardian’s Signature___________________________________________________ 
  
Witness_________________________________________       Date___________________ 
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