
 
 
 

REQUEST FOR TRANSFER OF DENTAL RECORDS 
 

Bridget McAnthony, DDS, PA 
8429 Park Vista Blvd. 
Fort Worth, TX 76137 

817-788-9500 
e-mail: mcpediatricdentistry@gmail.com 

 
 
I, _______________________________, authorize the release the of following 
   Parent Name 
 records for my child/children, to:  ______________________________________.   
           Receiving Dr.’s Name 
  
_________________________________      __________________ 
Child’s Name                                                                     Date of Birth 
 
__________________________________________        _______________________ 
Child’s Name      Date of Birth 
 
__________________________________________        _______________________ 
Child’s Name      Date of Birth 
 
__________________________________________        _______________________ 
Child’s Name      Date of Birth 
 
 
                                       X-rays                  _____ 
                                       Medical History   _____ 
                                       Patient Chart        _____ 

 
 
_________________________________      __________________ 
Parent/Guardian                                                                  Date 

__________________________________________        _______________________ 
Receiving staff member                                                      Date 


