Ormond Beach Dental Group

I, __________________________________, request Ormond Beach Dental Group to make copies of my medical records for my personal inspection. I understand that these records contain protected health information. I agree to be responsible for the cost of copying these records, including copying fees, labor, supplies, and postage (if applicable). The charge for this will be $___ per page* and I will be charged a minimum of $_____.  I agree to pay for this prior to the service being rendered.

Patient Signature 
_________

Patient Printed Name : _____________________________

Date of Birth:____________________________________

Date of request :__________________________________


